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SPECIAL OFFER FOR NURSES 


New, therapeutically 


effective 


plioam cleanse pae‘* 


(ineldentally, pronounced ‘‘foam'’) 


for better skin hygiene 


“A more rapid improvement in skin tone, 
appearance and healing rate was achieved 
in 84.4% of the patients.” 


Kice, Janith S.: 
Clin. Med. V:1213, Sept. 1958 


pHoam cleanse pac is a soapless cake, contained 
in a long-lasting, sponge-like applicator that cleanses 
and stimulates the skin without irritating. It elimi- 
nates blackheads and oily plugs, promotes healing 
of pimples. Cumulatively antiseptic and deodorant. 


YELLOW cakes and applicator are highly effective in 
acne, seborrhea and excessive oiliness—medicated 
with sulfur, salicylic acid and bithionol U.S.P. 


PINK cakes and applicator give new tone and vitality 
to youthful and aging skin—are helpful in dry and 
scaly conditions. 


SAVE $1.00 Send only $1.25 


To: DOAK PHARMACAL CO., INC., c/o Nursing World 
480 Lexington Ave., New York 17, N.Y. 
Enclosed $1.25 


Name 
Address = - 
City - Zone State_ 


DOAK PHARMACAL CO., INC. 


NEW YORK 17, N.Y. Please send me the [] Yellow C) Pink 


pu Oam cleanse pac 








Subseribe to Nursing ; v7), in Groups 


Form a Group. 
SAVE Up to $1.00 each 


The larger the group the bigger the savings. Present Nursing World 
subscribers may participate in or form a group with colleagues and 
other nurses. Still active subscriptions are automatically extended one 


Regular subscription prices are $3.50 your 


for 1 yr. in U. S. A. 
% Start a Group—or join a Group today! Not only will each subscriber 
save—as much as 40% of our regular subscription price where groups 
of 6 or more are formed—but in addition, every subscriber will find the 
investment justified because of the fine, timely and exclusive articles 
which will appear in future issues. 


Money Order, Postal Note or Check for all subscribers must accompany 
Group Orders to obtain the special money-saving low rate. 


(The coupon below can be used for from 1 to 6 subscription orders. Use it today!) 





U.S.A. & 
NURSING WORLD Canada 


480 Lexington Ave., New York 17, N. Y. _ ~~ 
eee een - (-] One 1-year subscription $3.50 


Please enter 1-year subscription orders for the names [] Two 1-year subscriptions, each 3.25 
given below. Our remittance is enclosed. (] Three 1-year subscriptions, “ 3.00 
Four 1-year subscriptions, “ 2.75 


NOTE: If you do not wish to tear this order blank out, just print ; : 
Five 1-year subscriptions, “ 2.65 


or type the information on a single sheet of paper, following the 
style given. Each subscriber’s occupation must be clearly described. [] Six 1-year subscriptions, - 2.50 


Foreign add $1.00 per subscription for postage. 





Name = aaah as Name 
Address Address 


Branch of Nursing Branch of Nursing 


State whether a New Subscriber [] or Renewal Order ["] State whether a New Subscriber [] or Renewal Order [1] 








Name a Name 
Address sshean : Address 


Branch of Nursing Branch of Nursing 


State whether a New Subscriber [] or Renewal Order [] State whether a New Subscriber [] or Renewal Order [] 








Name , Name 
Address Address 


Branch of Nursing Branch of Nursing 





State whether a New Subscriber [] or Renewal Order [] State whether a New Subscriber [] or Renewal Order [7] 











MARCH 1959 





THE OLDEST NURSING JOURNAL IN AMERICA — FORMERLY TRAINED NURSE & HOSPITAL REVIEW — FOUNDED IN 1888 


Publisher Vol. 133 MARCH 1959 


NICHOLAS MARTINI 


ARTICLES 
Editor 


VIRGINIA A. TURNER, R.N $ 
In Memoriam: Meta Pennock Newman and Mary M. Roberts 


Progress Means Change 


Jeanie L. Adkerson, R.N., B.S. 


Managing Editor 
MARIE G. EGAN 


Guidance in Schools of Nursing 
Benjamin J. Novak, Ed.D. 


Associate Editor 
JULIE E. MIALE, R.N 


And the Walls Came Down 
Contributing Editors Josephine A. Viviano, R.N., B.S. 
ERICA J. KOEHLER, R.N. 

Editor, Industrial Nursing 

ANNIE LAURIE CRAWFORD, R.N 
Editor, Practical Nursing 

LILLIAN E. KUSTER, L.P.N. 
Assoc. Editor, Practical Nursing 


ELSIE BANDMAN, R.N 


Consultant, Practical Nursing 


A Memorable Experience 
Sister Maria Dolorosa, O.S.F., R.N., B.S. 


Classes for Expectant Parents: Part | 
Betty Gregory Greenburg, R.N., M.S. 


DEPARTMENTS 


Circulation Manager 
KATHRYN A. WILEY 
In This Issue 


Production Manager 
ARNOLD KRUPIN 


NURSING WORLD Reports 


What They're Saying 
Advertising Manager Shirley Hope Alperin, R.N. 
RALPH NARDELLA 
480 Lexington Avenue 
New York 17, N.Y. 
YUkon 6-5120 


Let’s Talk It Over 
Theresa G. Muller, R.N. 


Advances and Trends in Drug Therapy 
Joan Sarvajic, R.N. 


NURSING WORLD is published monthly by 
NURSING WORLD, 480 Lexington Avenue, New 
York 17, N.Y. Telephone: YUkon 6-5120. Second- 
class postage paid at Boston, Mass. Distribution 
office, 51 Melcher St., Boston 10, Mass 
Copyright © 1959 by NURSING WORLD under 
the International Copyright Convention. All 
rights reserved under Pan American Convention. 
Reproduction or use, without permission in writ- 
ing, of any editorial or pictorial matter, in any 
manner, is prohibited. Printed in U.S.A. 
Subscription rates: United States and Canada 
—l year, $3.50; 2 years, $6.00; 3 years, $9.00; 
36 cents per copy. Pan American and all other 
foreign countries, add $1.00 per year. 


NOTICE TO SUBSCRIBERS 


Address all new subscriptions and change of address to NURSING WORLD, 480 
Lexington Avenue, New York 17, N.Y. 45 days notice is required. When ordering a 
change, please furnish an address imprint from a recent issue. Change cannot be maae 
without the old as well as the new address, including postal zone number, if you have one. 





IN THIS ISSUE 


COVER: During the recent floods the Red Cross worked constantly to aid 
the sick and injured. On our cover Lois Booker, R.N., associate director 
of the Columbus (Ohio) Public Health Nursing Service and head of the 
Disaster Nursing Committee of the local Red Cross Chapter, is shown 
using improvised equipment to give a young flood victim emergency 
treatment. 


Jeanie L. Adkerson, R.N., B.S., author of “Progress 
Means Change” (page 10), joined the American Na- 
tional Red Cross in 1937, during the Ohio-Missis- 
sippi Valley flood. She was appointed to her present 
position as assistant national director of Nursing 
Services in 1953 and three years later, during the 
Hungarian crisis, spent three months in a refugee 
camp in Austria with an A.R.C. team. A graduate of 
the Stuart Circle Hospital School of Nursing in 
Jeanie Adkerson Richmond, Va., Miss Adkerson holds a bachelor of 
science degree in public health nursing from the 
Richmond Division of William and Mary College. 


‘Guidance in Schools of Nursing” (page 14) was 
written by Benjamin J. Novak, Ed.D., vice principal 
of Philadelphia’s Frankford High School and lecturer 
in guidance at Rutgers University. He is also a lec- 
turer in secondary education at Temple University, 
Philadelphia, Pa. During his extensive educational 
career, Dr. Novak has held many posts, including 
el that of visiting professor of education in seven uni- 
versities. He received his bachelor’s degree from 
Temple and was awarded graduate fellowships there 


leading to the Ed.M. and Ed.D. degrees. 


Benjamin Novak 


Josephine A. Viviano, R.N., B.S., wrote her article, 

“And the Walls Came Down” (page 16), while a 

basic nursing student on her psychiatric nursing affili- 

ation at Northville State Hospital, Northville, Mich. 

In the story she relates how she finally succeeded in 

establishing a friendly relationship with a young 

schizophrenic patient. After her graduation from the 

Division of Nursing of Mercy College in Detroit, 

i Mich., Miss Viviano returned to Northville State 

Josephine Viviano Hospital to work as head nurse of an intensive treat- 
ment ward. 


No one was more surprised than Sister Maria Do- 

lorosa, O.S.F., R.N., B.S., when her public health 

nursing affiliation (for her B.S. degree from New 

York University) turned out pleasantly to be “A Mem 

orable Experience” (page 22.). Before joining the 

staff of St. Mary’s Hospital School of Nursing, of 

which she is a graduate, Sister Dolorosa had been 

associate director of nursing service at that Orange, 

N.J., hospital, supervisor of obstetrics at St. Agnes 

Sister Hospital, White Plains, N.Y., and health co-ordinator 
Maria Dolorosa and infirmarian at a boys’ infirmary at Mt. Loretto, 


Staten Island, N.Y. 


Betty Gregory Greenburg, R.N., M.S., author of 
‘Classes for E xpectant Parents: Part I” (page 29) 
resigned her position as instructor in obstetric nurs- 
ing at Incarnate Word College, San Antonio, Texas, 
last July after she and her husband decided to make 
California their home. Mrs. Greenburg, a graduate 
of St. Mary’s Hospital, Detroit, Mich., holds a bach- 
elor of science degree from Mount St. Mary’s Col- 
lege, Los Angeles, Calif., and a master’s degree in 


Betty Greenburg teaching nursing education from the University of 
; California at Los Angeles. 
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N.L.N. Convention Highlights 


he 1959 Convention of the National 
League for Nursing, carrying out thei 
theme, “Nursing for a Growing Na- 
tion,” will concentrate on strengthening 
the understanding of the responsibilities 
citizens and nursing workers alike face 
in helping to improve nursing services 
The convention is to be held in Phil- 
adelphia, Pa., the week of May 11. 

Keynote speaker at the biennial na- 
tional meeting will be Norman Cousins, 
editor of Saturday Review, who has 
been instrumental in bringing to this 
country for rehabilitation the 25 Jap- 
anese women injured in the Hiroshima 
atomic bombing and, more recently, 27 
Polish women who had been used as 
human guinea pigs in experimentations 
Nazi camp. Other 
speakers during the convention will be 
Mrs. Oswald B. Lord, United States 
representative to the United Nations 
Human Rights, and 
William J. Bishop, British historian on 
the staff of the Florence Nightingale 
International Foundation in London. 

According to Ruth B. Freeman, 
N.L.N. president, the quantitative and 
qualitative aspects of the convention 
theme will be developed in exhibits, 
daily film presentations, and program 
sessions. On Monday morning, May 11, 
a panel will discuss “Using Research 
Findings in the Evaluation of Nursing 
Performance.” A panel discussion on 
May 14 will concern “Baccalaureate and 
Higher Degree Education in Nursing— 
Are the Graduates Meeting Present-Day 
Needs?” The next another 
panel will consider “Releasing Human 
Resources.” 

The National Student Nurses’ Asso- 
ciation will start their annual meeting 
in Philadelphia May 8; it will extend 
until May 11. 


in a concentration 


Commission on 


morming 


Summer Camp Positions 


The Girl Scouts of the U.S.A. again 
have hundreds of positions available for 
registered nurses in Girl Scout summer 
camps throughout the country. 

An applicant for the position of health 
supervisor at these camps must be at 
least 21 years of age, a registered nurse 
in the state where the camp is located 
(if such registration is required), have 
previous training in first aid and at least 
one year of experience as a graduate 
nurse. Although not a requirement, pre- 
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REPORTS 


vious experience as a school or public 
health nurse or as a nurse in a children’s 
hospital is desirable. 

Salary depends on the individual’s 
experience, qualifications, and training. 
Laundry and travel expenses may be in- 
cluded, depending on the length of the 
camping season. All staff members at- 
tend a five-day basic pre-camp training 
session. 

Many Girl Scout councils schedule 
the jobs on the basis of two-, four-, or 
six-week assignments, since it is often 
difficult for R.N.’s to serve for the full 
eight-week camping period. 

Registered nurses may contact their 
nearest Girl Scout councils if they wish 
to work in a camp near home. For posi- 
tions in other areas, the nurse should 
write to Miss Fanchon Hamilton, Re- 
cruitment and Referral Advisor, Girl 
Scouts of the U.S.A., 830 Third Ave., 
New York 22, N. Y. 


Renews Nursing Fellowships 


The Commonwealth Fund, New 
York, has awarded a grant of $622,923 
to the National League for Nursing to 
provide a three-year extension of the 
N.L.N.’s fellowship program of educa- 
tional awards to nurses undertaking 
graduate study. 
~ The extension will enable 100 nurses 
in the next three years to undertake 
study for masters’ or doctoral degrees 
in preparation for assuming roles in 
administration in nursing service and 
education, teaching, and research in 
nursing. Ninety-six candidates have re- 
ceived N.L.N. fellowships to date. 

At the same time the N.L.N. an- 
nounced receipt of the grant, it an- 
nounced the appointment to its com- 
mittee on awards of N. Paul Hudson, 
M.D., assistant dean, College of Medi- 
cine, Ohio State University, and 
Frances Thielbar, chairman of the De- 
partment of Nursing, University of 
Chicago. 


A.R.C. Appointments 


Louise E. K. Schalow has been ap- 
pointed to the staff of the Eastern Area 
Nursing Services of the American Na- 
tional Red Cross, and Mary F. Bene- 
dict has joined the staff of the Pacific 
Area American Red Cross Nursing 
Services. 

Miss Schalow received her basic 
training and a bachelor of science 


degree from Hartwick College School 
of Nursing, Oneonta, N.Y. She has 
served as staff nurse at the Honer- 
Folks Tuberculosis Hospital in Oneonta, 
and did public health nursing with the 
Visiting Nurse Service of New York 
City. 

Miss Benedict was A.R.C. home 
nursing instructor for the Ayer, Mass., 
and Fayetteville, N.C. chapters, and 
served for two years on the staff of 
the W. K. Kellogg Foundation. She 
has also been a staff nurse for the Ter- 
ritorial Department of Health of 
Juneau, Alaska. For the past three 
years, Miss Benedict was an Army 
health nurse in France and Germany. 
She is a graduate of Greenwich Hospi- 
tal School of Nursing, Greenwich, 
Conn., and received a B.S. in Public 
Health Nursing from Simmons College, 
Boston, Mass., and an M.A. in Guid- 
ance and Counseling from New York 
University. 


India Assignment 


Ellen L. Aird, director of Home Nurs- 
ing and Volunteer Nurse’s Aide Instruc- 
tion for the American National Red 
Cross, will establish a home nursing 
program in India based on the American 
Red Cross home nursing instructional 
program. 

For this project, she is being loaned to 
the International Co-operation Adminis- 
tration, and will work with the Indian 
Red Cross and the Indian Public Health 
Department for about two years. Miss 
Aird will be stationed in New Delhi. 


Experiment in Nursing Research 


The School of Nursing of the Uni- 
versity of California at Los Angeles is 
offering a two-year experimental pro- 
gram of advanced training in a con- 
ceptual framework in the behavioral 
sciences and in research methodology. 
The course is open to nurses who have 
already received masters’ degrees. 

Concentrated on an examination of 
the potential value of the behavioral 
sciences to research in clinical nursing, 
the program of study will include in- 
tensive exploration of selected behavior- 
al science literature and courses in 
logic, scientific methodology, and speci- 
fic research techniques. An important 
part of the program will be collabora- 
tive and independent research in clini- 
cal nursing. Through a grant from the 
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Russell Sage Foundation, a research 
sociologist will guide the program. 

A similar program of advanced 
training in the biological sciences may 
also be made available. 

For further information about the 
program and opportunity of student 
support, write to Dr. Eleanor Bernert 
Sheldon, School of Nursing, University 
of California Medical Center, Los 
Angeles 24, Calif. 


National Foundation Report 


The National Foundation, in its 1957 
Annual Report, warned that while the 
Salk vaccine has saved thousands of 
Americans from crippling in the past 
three years, thousands of others have 
escaped the disease and its crippling 
effects through sheer luck. During 
1955-57, 62,500,000 Americans were 
inoculated with one or more shots of 
Salk vaccine, but 48,500,000 persons 
under 40 still had not received any 
vaccine by the end of 1957. 

In the report the National Founda- 
tion, formerly known as the National 
Foundation for Infantile Paralysis, says: 
“We can continue to rely on the Salk 
vaccine. We cannot continue to rely on 
luck. On the contrary, polio, uncon- 
trolled, has many times followed up 
periods of light incidence by striking 
all the more virulently.” The report in- 
dicates that while much credit goes to 
the use of Salk vaccine, it is not the 
only factor in the spectacular decline 
of paralytic polio in the United States. 

Last July 22 the voluntary health or- 
ganization announced its new program 
of expanded research, patient aid, and 
professional education. The program 
now includes continuation of the fight 
against polio, other viral diseases, and 
disorders of the central nervous system, 
and adds two new areas, arthritis and 
birth defects. 


Health Scholarships 


The National Foundation has 
launched a multimillion-dollar Health 
Scholarship Program, designed to aid 
students of nursing, medicine, physical 
therapy, occupational therapy, and 
medical social work. The organization’s 
present scholarship and fellowship pro- 
gram will be continued, but modified 
and expanded where necessary. 

A minimum of 505 health scholar- 
ships will be offered annually. Each 
recipient of a scholarship will receive 
$500 a year for four years, providing 
that scholastic standards are main- 
tained. 

Scholarships will be made available 
in nursing, physical therapy, and oc- 
cupational therapy to all graduating 
high school students who have been ac- 
cepted for an approved program by 
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accredited colleges or universities. 
There will be scholarships in medical 
social work offered during the college 
junior year, which will extend through 
two years of required graduate work. 
Scholarships in medicine will be offered 
at the college junior, senior, or first 
graduate year, depending upon the 
requirements of the medical school. 
Additional information on the Health 
Scholarship Program may be secured 
from The National Foundation, 800 
Second Ave., New York 17, N.Y. 


Nurse Honored 


The Greater New York Association of 
Industrial Nurses recently honored char- 
ter member Elizabeth Emery, retiring 
supervising nurse of the Museum of 
Natural History, at a dinner meeting at 
their headquarters in the Academy of 
Sciences. 

During the dinner, Mrs. Emery and 
the other charter members who had 
been invited reminisced about the or- 
ganization’s origin; they remembered 
that one of the first dinner meetings, 
held in one of Brooklyn’s finer restau- 
rants, cost each member only 75 cents. 

Mrs. Emery graduated from St. 
John’s Hospital Training School, New 
York City, and is still active in her 
alumni association. Before joining the 
museum staff in 1931 Mrs. Emery had 
worked for an insurance company and 
a large sugar refining company. In 1920 
she helped establish the New York In- 
dustrial Nurses Club, as the organiza- 
tion was known then, and in 1932 she 
was a Board member. Since that time 
Mrs. Emery has served as secretary 
(1933), president (1934-36), and his- 
torian, a position she now holds. 


New AFNC Deputy Chief 


Lieut. Col. Dorothy N. Zeller re- 
cently was named Deputy Chief of the 
United States Air Force Nurse Corps, 
replacing Lieut. Col. Ethel R. Kovach, 
who is continuing her nursing education 
at Catholic University. 

During her 22 years of active duty, 
Lieut. Col. Zeller has served as chief 
nurse at Bakersfield Air Force Base, Le- 
Moore Air Force Base, and Hammer 
Field in California, and at two field 
hospitals in Germany. She completed 
the “Hospital Administration” course at 
the Medical Field Service School, Fort 
Sam Houston, Texas, and the “Flight 
Nurse” course at Gunter Air Force Base, 
Alabama, in 1949. 

She has also served in the Office of 
the Surgeon General as Air Force 
Nurse Corps procurement officer, as the 
chief nurse at the USAF Hospital, Parks 
Air Force Base. Calif., and as chief 
nurse of the Alaskan Air Command. 
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META PENNOCK NEWMAN 





IN 
MEMORIAM 


MARY M. ROBERTS 








The nursing profession and nursing 
journalism recently lost two prominent 
leaders with the deaths of Meta Pen- 
nock Newman and Mary M. Roberts. 

Mrs. Newman, 67, former editor of 
NURSING. WORLD (then known as 
THE TRAINED NURSE AND HOSPI- 
rAL REVIEW), died Jan. 8 while visit 
ing her daughter, Mrs. Priscilla Eliza- 
beth Nagel, in Cambridge, England. 
Miss Roberts, editor the 
American Journal of Nursing, suffered 
a stroke at the offices of the American 
Journal of Nursing Company in New 
York City on Jan. 9 while completing 
an editorial for the magazine. She died 
two days later in Columbia Presbyterian 
Medical Center, at the age of 82. 


emeritus of 


Meta Pennock Newman 


Meta Pennock Newman joined the 
staff of NURSING WORLD as manag- 
ing editor in 1921 and became an im- 
portant factor in its growth. In 1928 she 
was named editor-in-chief, continuing 
in that position until 1941. 

For most of the 20 years of her associ- 
ation with the magazine Mrs. Newman 
alone was responsible for editing NURS- 
ING WORLD, working constantly to- 
ward achieving six objectives she had set 
for herself: “(1) To work for a united 
forward-moving profession; (2) to relay 
useful facts on etiology, treatment, ad- 
ministration and nursing practice; (3 
to increase the educational and voca- 
tional opportunities for nurses; (4) to 
secure the compulsory licensure of all 
paid health workers; (5) to focus full 
attention upon prevention; (6) to aid 
their with all 
other national and community forces.’ 

In a tribute to Mrs. Newman at the 
time of her retirement, the publishers 


of NURSING WORLD declared that 


nurses m co-operation 
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Mrs. Newman “has built into the maga- 
zine many qualities and principles which 
will continue to stand for progress.” 

Meta Pennock was graduated from 
Barnard College, New York City, in 
1917, and two years later married Athol 
Chapin Newman. 

Editor of the book, Makers of Nursing 

History, Mrs. Newman was a former 
president of the American Association 
of Women in Public Health, assistant 
director of health education for the 
National Foundation for Infantile Pa- 
ralysis, and state organizer for the 
Planned Parenthood Association of New 
Jersey. 
- In 1951 this outstanding nursing 
leader received a master of arts degree 
in public health education from Teachers 
College, Columbia University. 

Mr. and Mrs. Newman in 1953 moved 
to Williamsburg, Va., where Mrs. New- 
man worked on behalf of the mentally 
ill at the Eastern State Hospital. 

In addition to her husband and 
daughter, Mrs. Newman is survived by 
Mrs. Priscilla Fisher, and two 


grandsons. 


a sister, 


Mary M. Roberts 


Mary M. Roberts was named to suc- 
ceed the late Sophia Palmer as editor 
of the American Journal of Nursing in 
March 1921. During the next 28 years 
under her leadership, the Journal in- 
creased in scope of interest and _ its 
readership grew from 20,000 to 100,000. 
After Miss Roberts retired as active 
editor in 1949 and editor 
emeritus of the Journal she continued 
her writing career, authoring several edi 
torials and special articles for that and 
other professional publications. In 1954 
Macmillan published her book, Ameri- 
can Nursing, History and Interpretation, 


became 


and she recently had completed a history 
of Army nursing, The Army Nurse Corps 
—Yesterday and Today. 

After her graduation from Jewish 
Hospital Training School for Nurses in 
Cincinnati, Ohio, in 1899, Miss Roberts 
became clinic nurse at the Baroness 
Erlanger Hospital in Chattanooga, 
Tenn., later becoming associated with 
the Savannah Hospital, Savannah, Ga., 
where she organized and directed the 
School of Nursing. She served as a nurse 
in other hospitals in Ohio and Illinois 
until World War I, when she was ap- 
pointed director of the Bureau of Nurs- 
ing, Lake Division of the Red Cross. 
In July 1918 she reported to Camp 
Sherman where she directed a unit of 
the Army Nurse Corps. She entered the 
Army Nurse Corps in October of that 
year and became chief nurse, retaining 
that position until her discharge from 
the service the following year. During 
World War II she was a member of the 
Nursing Council on National Defense 
and a consultant to the Procurement 
and Assignment Service of the War 
Manpower Commission. She held a B.S. 
Certificate in Administration of 
Nursing Schools from Teachers College. 

During her years of service to nurs- 
ing, Miss Roberts held many offices in 
nursing organizations, including the 
chairmanship of the Publications and 
Member Ethics Committee of the Inter- 
national Council of Nurses and the 
American Nurses’ Association’s Com- 
mittee on the Florence Nightingale 
International Foundation. She also 
served as vice president of the LC.N. 

Among the awards she held were the 
Army Certificate of Appreciation, the 
Bronze Medal of Ministry of Social Wel- 
fare of France, and the Florence Night- 
ingale Medal awarded by the Inter- 
national Red Cross. 


and 


NURSING WORLD 





what they’re saying 





by SHIRLEY HOPE ALPERIN, R.N. 


MERICAN nursing was accorded a 

fine tribute when Lulu K. Wolf 
Hassenplug, R.N., was named one of 
Southern California’s ten Women of the 
Year. On December 16, 1958, at an im- 
pressive ceremony in the home of Nor- 
man Chandler, publisher of the Los An- 
geles Times, Mrs. Hassenplug and other 
awardees received citations and en- 
graved silver cups in recognition of 
their accomplishments in their respec- 
tive fields. Over 100 guests, including 
many civic leaders, attended the event 
where Mrs. Hassenplug shared the spot- 
light with such well-known personali- 
ties as actress Lucille Ball, playwright 
Ketti Frings, and children’s writer Jane 
Wermer Watson. Also honored were 
champion swimmer Greta Anderson, 
businesswoman Dorothy Marshall, artist 
and art instructor Jean Goodwin Ames, 
volunteer service worker Mrs. Alexander 
Ripley, civic leader Mrs. George W. 
Vaughan, and City Councilwoman 
Rosalind Wiener Wyman. 

Originated in 1950 by Mrs. Norman 
Chandler to give recognition to women 
of achievement, the Women of the Year 
project has grown to national as well as 
local interest. The Times editorial board 
evaluates each year’s candidates “not 
from a single year’s record but over 
longer periods that have presented chal- 
lenges as well as accomplishments that 
denote constancy and real effort.” A 
few days after the presentation, 
the Times reported, “If we could 
total their (the winners’) profitable vol- 
unteer hours, achievements, record- 
breaking accomplishments, coveted 
awards, then apply the greatest com- 
mon denominator—quality—the answer 
would have to be S-U-C-C-E-S-S in 
capital letters.” The article further noted 
that the formula contributing to success 
would have the components of “vision, 
leadership, talent, character, selflessness 
and purpose, all of which are priceless 
possessions of the Times Women of the 
Year 1958.” 

Mrs. Hassenplug, a graduate of the 
Army School of Nursing, received her 
B.S. degree from Teachers College of 
Columbia University. In 1937 she won 
the Florence Nightingale International 
Fellowship award for graduate study 
at the University of London, where she 
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was certified in Administration and 
Teaching in a school of nursing. On her 
return to the United States, she earned 
her master’s degree in public health at 
the Johns Hopkins University School of 
Hygiene and Public Health. During the 
200 anniversary celebration of Colum- 
bia University, she received a citation 
from the Department of Nursing of 
Teachers College. 

Mrs. Hassenplug has served in various 
teaching capacities in nursing schools 
throughout the country. She has been 
an instructor, educational director, as- 
sociate protessor, and professor of nurs- 
ing. Currently she is dean of the School 
of Nursing at the University of Cali- 
fornia Medical Center, where she 
founded the world’s first school of nurs- 
ing to offer a four-year undergraduate 
course with a nursing major and a B.S. 
degree. She has been at U.C.L.A. since 
1948, and has been dean of the School 
of Nursing since it was created in 1949 
by the Regents. 


Dean Hassenplug, an indefatigable 
contributor to nursing organizations and 
national advisory committees of re- 
search projects, also works closely with 
the United States Public Health Service 
and the U.S. Army. Author of the text- 
book, Nursing, she has written copiously 
for the various nursing journals. (NURS- 
ING WORLD proudly lists her as a 
member of our Editorial Advisory 
Board.) Her article on nursing education 
appeared in the sixth edition of Ameri- 
can Universities and Colleges. 

“Brilliance, purpose and achievement 
distinguish the 1958 Women of the 
Year,” comments the Los Angeles Times. 
These qualities of Lulu K. Wolf Hassen- 
plug are exemplified by her work in the 
field of education. Her accomplishments 
have merited the esteem of the entire 
nursing profession. In the words of the 
Times, her selection as Woman of the 
Year “has not been a pinnacle, but a 
milestone on the road to even greater 
achievement.” 


Lulu K. Hassenplug, left, accepts from Mrs. Norman Chandler an engraved silver 
cup symbolizing her selection as one of Southern California’s Women of the Year. 
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Since it was organized 50 years ago, 
the American National Red Cross Nursing 
Services has geared its programs to 

keep pace with the changing times. 


Each year at this time nurses pay homage to Jane A. Delano, 
founder of the American National Red Cross Nursing Services. 


PROGRESS Means CHANGE 


by JEANIE L. ADKERSON, R.N., B.S. 


Assistant National Director, Nursing Services, 
American National Red Cross, Washington, D.C. 


Ypres professional nurse is the 
possessor, and in many .espects the 
product, of a hundred-year-old heritage 
of service to the suffering that has its 
roots in the battlefields of the Crimean 
War. And the American National Red 
Cross Nursing Services, which in war 
and peace has continually developed 
and p vee its programs to meet new 
and different community and national 
health needs, is the possessor and prod- 
uct of a legacy handed down by four 
great pioneer leaders—Florence Nightin- 
gale, Henri Dunant, Clara Barton, and 
Jane A. Delano. 


Formative Years—1855-1908 


Miss Nightingale, founder of emer- 
gency nursing services, first appealed 
to women in 1855 to “go forth and 
dress the wounds of warriors, be they 
friend or foe.” M. Dunant, founder of 
the international Red Cross movement, 
said it was Miss Nightingale’s work in 
the Crimea that inspired him to do 
similar work after the bottle of Solferino, 
Italy, in 1859. 

Miss Barton, “angel” of the Civil War 
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battlefields and founder of the American 
Red Cross, also knew firsthand the 
nursing needs caused by peacetime dis- 
asters and epidemics. She and, later, 
Miss Delano labored tirelessly to lay the 
groundwork for present-day American 
National Red Cross nursing activities. 
Their efforts resulted in the formal or- 
ganization on May 5, 1909, of the 
National Committee on Red Cross Nurs- 
ing Services; Miss Delano, then super- 
intendent of the Army Nurse Corps, 
was appointed as the first chairman in 
December 1909. 

In 1881 Clara Barton and the other 
founders of the organization adopted a 
constitution which committed the Red 
Cross “to organize a system of national 
relief and apply the same in mitigating 
the sufferings caused by war, pestilence, 
famine, and other calamities.” 

The first important peacetime nursing 
activity of the American Red Cross 
took place in May 1887, at the first 
annual military maneuvers following the 
Civil War. At that time Miss Barton 
was placed in charge of the medical 
and hospital department. The 98 per- 


sons, including physicians and nurses, 


who staffed the Red Cross hospital were 
among the first in America to wear the 
Red Cross badge. 

Red Cross nursing service to the 
military was officially initiated during 
the Spanish-American War, when the 
Red Cross recruited more than 700 of 
the 1,500 nurses who supplemented the 
inadequate number of trained military 
corpsmen. A congressional committee 
lauded the “excellent work of the fe- 
male nurses” and recommended that 
the Medical Department establish a 
“reserve corps of selected trained women 
nurses.” As a result, an Army Nurse 
Corps was established in 1901. Four 
years later the Red Cross began en- 
rolling qualified nurses for war and other 
emergencies. 

In 1888 the Red Cross had its initial 
nursing experience in disaster relief. 
When yellow fever got out of control 
in Jacksonville, Fla., the Red Cross as- 
signed 30 nurses to the area. Some were 
trained, others were not. Upon learning 
of the need for nurses, Jane A. Delano, 
who had graduated from the Bellevue 
Hospital Training School for Nurses 
two years before, volunteered as an 
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emergency nurse. This assignment pro- 
vided Miss Delano with valuable ex- 
perience and instilled in her a dedica- 
tion to improve nursing education and 
service. 

During the Johnstown Flood of 1889 
Miss Barton, assisted by doctors and 
nurses from Philadelphia, established a 
Red Cross hospital and organized a 
house-to-house canvass to provide medi- 
cal and nursing care for the ill and in- 
jured. From this beginning has grown 
the present Red Cross program of dis- 
aster relief nursing. 

During this time interest was aroused 
in home nursing instruction. Actually, 
the Red Cross home nursing instruction 
was a movement before it became an 
established program. Then, in 1908, the 
first classes in home hygiene and care 
of the sick were conducted by the Dis- 
trict of Columbia chapter. 


Growing Years—1909-45 


The American National Red Cross 
Nursing Services was organized on a 
national scale in 1909. Based on the 
experiences of those concerned with the 
project, the program set out to co- 
operate with professional nursing or- 
ganizations in raising the standards for 
and increasing the opportunities of im- 
proved training for a nursing career, 
arranging spec ial instruction in emer- 
gencv work for enrolled nurses conduct- 
ing home nursing courses for lay women, 
bringing the help of the trained nurse 
into scattered and isolated rural homes, 
and keeping classified lists of nurses 
available for war and disaster service. 

Jane Delano, the first chairman, stood 
in a unique position of leadership. Hav- 
ing both Red Cross Nursing Services 
and Army Nursing under her direction, 
she built into the Red Cross structure 
the highest standards of the nursing 
profession. Requirements for enrollment 
were made more rigid and member 
nurses were encouraged to increase their 
field experience through participation 
in disaster relief. Women interested in 
nursing careers began asking the Red 
Cross which training schools would 
qualify them for enrollment, with the 
result that schools began raising their 
standards so that their graduates would 
meet Red Cross qualifications. During 
this period, the Red Cross set up nurs- 
ing scholarships and loan funds and 
made contributions to training schools, 
thus helping advance nursing education 
and the nursing career. 

Public Health Nursing, one of the 
most beneficial programs pioneered by 
the Red Cross. was initiated largely 
through the efforts of Lillian Wald, a 
leader in the field. Her interest and that 
of others she inspired led to the estab- 
lishment of the Red Cross Rural Nurs- 
ing Program in February 1912. 
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Jane A. Delano, center, sailed to Europe aboard the S. S. Red Cross with a group 
of American Red Cross nurses in 1914, prior to America’s entry into World War I. 


An important aspect of disaster nursing is caring for disaster victims housed in 
Red Cross shelters. Here a nurse offers a glass of water to an elderly victim. 





A little-known phase of the Red Cross 
Public Health Nursing program was the 
aid given the government in establish- 
ing such services on Indian reservations. 
At the request of the Commissioner of 
Indian Affairs in 1922, the Red Cross 
began an experimental project at two 
reservations, which resulted in the estab- 
lishment of a nursing division in the 
Bureau of Indian Affairs, directed for 
years by a Red Cross nurse. 

The changes in Red Cross Public 
Health reflected in the 
changing name of the program. Started 
in 1912 as Rural Nursing, it became 
Town and Country Nursing in 1913, 
Public Health Nursing in 1918, and then 
Public Health Nursing and Home Hv- 
1932. As local, state, and 
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Federal tax funds became increasingly 
available to counties for financing and 
promoting public health services, the 
Red Cross began to turn over the pro- 
gram to local agencies, finally dropping 
out of the field in June 1950. 

Meanwhile, the Home Nursing Pro- 
gram continued to develop to meet 
changing needs, and in 1916 the Red 
Cross “Home Hygiene” classes intro- 
duced in high schools were followed by 
college classes. Seven years later instruc- 
tor training was added to the course of 
instruction in selected colleges. The 
first braille translation of the textbook 
was issued in 1932. 

It was in 1944 that two significant 
changes occurred in the Home Nursing 
Program: A new method for instructor 


Ata Red Cress emergency shelter a nurse bathes a youngster who, with her mother 


and sister, was forced from her home by 
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rampaging Arkansas River flood waters. 
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trainers was introduced—with stress on 
training volunteer instructors—and a 
brief course of six lessons was developed 
in “Care of the Sick.” In 1946 a sepa- 
rate course in “Mother and Baby Care’ 
was introduced and a special training 
course was set up for instructors of 
this program. 

The wartime and immediate post- 
World War I years, 1914-20, saw the 
Red Cross Nursing Services meet mili- 
tary and civilian demands on an inter- 
national scope hardly imagined by its 
founders. Prior to America’s entrance 
into the war, the Red Cross had 
stretched a helping hand toward Euro- 
pean war victims and in this work 
nurses played a major role. Between 
August 1914 and December 1915 more 
than 250 American Red Cross nurses 
served their European neighbors. 

During the same period the Red 
Cross stepped up the recruitment and 
enrollment of nurses for service with the 
military. In 1914 the number of en- 
rolled nurses totaled 5,500; from 1917 
through 1920 more than 20,000 were 
enrolled, certified, and assigned to serve 
with the military in this country and 
abroad. Recruitment for the military 
reached a new peak during World 
War II. By Aug. 30, 1945, the Red 
Cross had enrolled 153,000 registered 
nurses. Of these some 71,000 served 
with the military here and overseas. 

The shortage of professionally trained 
nurses spurred the Red Cross to put 
increased emphasis on training volun- 
teers to assist the professionals in hospi- 
tals and clinics. Clara Barton had used 
“apprentice-trained” health aides; Miss 
Delano and her committee developed a 
Nurse’s Aide Program which received 
official Red Cross endorsement in 1915 
and was organized on a national scale in 
1918. Currently, more than 20,000 vol- 
unteer nurses’ aides serve each year in 
Veterans Administration, military, and 
civilian hospitals and_ in community 
health agencies. 

Red Cross nursing activities during 
epidemics reached a peak with the out- 
break of Spanish influenza during World 
War I. The Red Cross assigned 15,000 
nurses, dietitians, and other medical and 
health workers to help care for the 
victims. The Red Cross again respond- 
ed when the Asian Flu threatened to 
sweep the country in 1957; chapters co- 
operated with local and national public 
health officials by alerting their en- 
rolled professional nurses for assignment 
to care for flu victims, stepping up home 
nursing and nurse’s aide training, and 
assisting local health agencies in the 
immunization program. 

Another major program of epidemic 
nursing in which the Red Cross co- 
operated was that concerned with polio- 
myelitis. In 1940 the Red Cross began 
recruiting polio nurses for hospitals, 
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stepping up the program in 1946 at 
the request of the National Foundation 
for Infantile Paralysis. A total of more 
than 14,500 assignments of Red Cross- 
recruited nurses, paid by the NFIP, 
have been made during the 15 years of 
this service. After the Salk Vaccine was 
developed, the Red Cross provided 
some 10,000 enrolled nurses to assist 
in the immunization programs of local 
health departments. 


Mature Years—1946-59 
Following World War II, the Red 


Cross Nursing Services revised its pro- 
grams to meet new peacetime needs, 
both at home and abroad, in a changed 
world. As in the past, programs were 
changed with the advice and co-opera- 
tion of professional groups and agen- 
cies. These groups are too numerous to 
be completely listed, but among them 
are the United States Public Health 
Service, Children’s Bureau, and other 
branches of the government; American 
Nurses’ Association; National League 
for Nursing; voluntarily supported 
health groups; and the seven-member 
Red Cross Nursing Advisory Commit- 
tee. 

With the establishment of permanent 
Army and Navy Nurse Corps in 1947, 
the Red Cross Nursing Services turned 
its concentrated attention upon enroll- 
ing professional nurses for community 
services. Today more than 58,000 en- 
rolled nurses serve in disaster and dur- 
ing outbreaks of disease, conduct disas- 
ter nursing training courses, teach home 
nursing and volunteer nurse’s aide 
courses, assist official and voluntary 
agencies in a wide variety of programs, 
and serve in the Red Cross Blood Pro- 
gram. 

Since the inauguration of the Red 
Cross Blood Program for civilians in 
1948, Nursing Services has given major 
attention to the recruitment and en- 
rollment of nurses for participation in 
this activity. Currently, in the 52 Red 
Cross Regional Blood Programs, a 
monthly average of more than 4,500 
volunteer nurses assist a career staff of 
some 600 nurses in collecting 2,200,000 
pints of blood each year. 

In 1949 the Red Cross began to train 
professional teachers for home nursing 
instruction in schools and colleges. At 
present this group accounts for about 
45 per cent of the authorized instruc- 
tors. 

The next significant changes in the 
home nursing course came in 195] 
when civil defense material was added 
and in 1955 when the title was changed 
to “Care of the Sick and Injured.” The 
series of title changes since 1912 re- 
flect the extent to which Red Cross 
Nursing Services has geared its pro- 
grams to changing community and na- 
tional needs. 
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The Red Cross offers several courses to the public, including “Care of the Sick 
and Injured,” which enabled this mother to provide safe care for her sick child. 


A more recent effort to extend the 
services of registered nurses and spread 
Red Cross training in basic home nurs- 
ing skills even further has been the 
experimental development of film and 
TV instruction. Initiated in 1954, this 
experiment has resulted in the issuance 
of some 10,000 certificates in home 


nursing, 
Aid to Other Societies 


After World War I, the American 
Red Cross helped other Red Cross so- 
cieties develop their nursing programs, 
including the establishment of five 
nurses’ training schools and providing 
scholarships to native nurses. From 
1946 to 1953, 33 nurses from 19 coun- 
tries studied in the United States under 
the Red Cross Scholarship-Fellowship 
Study Visit Program. At present, many 
nurses from other countries who study 
in the United States under the spon- 
sorship of governmental and intergov- 
ernmental agencies and foundations are 
referred to the Red Cross for an in- 
terpretation of, and at times training 
in, the organization’s nursing activities. 


The Future 
Looking to the future, the Red Cross 


is preparing a course for older folks 
that will be geared to self-help, main- 


tenance of health, development of an 
awareness of compensations and re- 
wards in growing older, and construc- 
tive participation in family and com- 
munity activities. 

To help improve patient care in 
nursing homes, the Red Cross is co- 
operating with the United States Public 
Health Service and the American Nurs- 
ing Home Association in a special en- 
deavor to provide instruction in “Care 
of the Sick and Injured” for nursing 
aides employed by nursing homes. The 
emphasis on rehabilitation — services, 
companionship therapy, and patient 
self-help will be carried over into the 
training of Red Cross Volunteer Nurses’ 
Aides. 

Teaching home nursing by film and 
TV is being explored more extensively, 
the goal being to prepare a larger num- 
ber of individuals and families to handle 
health problems which they are capable 
of handling themselves. 

Thus it is that the American Red 
Cross Nursing Services continues to 
keep in touch with current community 
trends. These and other Red Cross 
services are designed, within the frame- 
work of the organization's congressional 
charter, to meet needs not met bv 
other agencies, to meet needs which 
should rightfully be met by the Red 
Cross, and to co-operate with other 
groups in improving community health. 
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Guidance is essential for the student seeking admission 
to the school of nursing; it is also important during 
her school years and after graduation. 


GUIDANCE 
in Schools of Nursing 


— progress of nursing as a profes- 
sion has been most impressive to all 
observers, and it has been mirrored by 
corresponding advances in nursing edu- 
cation. It was early recognized that sim- 
ple nursing apprenticeship under the 
supervision of persons who were re- 
quired by other burdens to make their 
teaching duties incidental was not ade- 
quate. Sensitivity to emotional and psy- 
chological needs made clear that bodily 
care of patients was not enough. Finally, 
thoughtful nursing educators contended 
from the beginning with the fallacy that 
any willing but unprepared person could 
teach. On the contrary, teaching is it- 
self a professional skill requiring its own 
special preparation. 

It is encouraging to note the interest 
with which nursing educators have ad- 
dressed themselves to the matter of 
guidance, and they have made many 
indispensable contributions to this dis- 
cipline. Collegiate classes and profes- 
sional organizations in guidance have 
been enriched by representatives from 
nursing. Some «Se 5 of nursing have 
been able to secure the services of full 
or part-time counselors who provide 
specialized service and leadership in 
guidance. 


The Place of Guidance 


It may be useful to review the place 
of guidance in nursing education. Occa- 
sionally the misconception exists, per- 
haps almost subconsciously, that the 
presence of a counselor releases the rest 
of the staff from guidance responsibility. 
Actually, everyone on the nursing school 
staff has guidance duties, even though 
these duties often may not be identified 
as such. It is highly important that the 
nursing educator have a guidance point 
of view in her work and understand her 
indispensable function in relation to the 
guidance specialists. Indeed, every suc- 
cessful guidance program, without ex- 
ception, must enlist the understanding 
and active participation of every staff 
member, regardless of their number. 

There are many definitions of guid- 
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ance, all of them essentially similar. It 
is useful to think of guidance as “assist- 
ance made available by competent 
counselors to an individual of any age 
to help him direct his own life, develop 
his own point of view, make his own 
decisions, and carry his own burdens.”® 
Notice the emphasis upon the individual 
accepting responsibility for his own di- 
rection. In guidance there is no place 
for the giving of advice by an expert or 
anyone else; the expert may on occasion 
give information, but he should make no 
decisions for anyone. 

Since guidance services are being 
provided in so many settings, and by 
so many agencies—schools, hospitals, 
churches, business establishments, em- 
ployment agencies, Veterans Adminis- 
tration, rehabilitation centers, colleges, 
government and social agencies—the 
broader term personnel work is coming 
into common use. 

Counseling is a phase of guidance or 
personnel work involving interviewing 
or other face-to-face relationships be- 
tween a counselor and one client. 


Indebted to Medicine 


The relationship between medical 
services and guidance is readily appar- 
ent, for the counselor assisting a trou- 
bled client often needs the aid of the 
medical profession for examination, di- 
agnosis, and treatment of health defects. 
The role of the psychiatrist is also wide- 
ly appreciated, even if not properly 
understood by many. 

What is often overlooked, however, is 
that the history of the guidance move- 
ment itself shows unexpected indebted- 
ness to the medical profession. Psycho- 
logical testing, for example, is a founda- 
tion stone of guidance. As early as 1887, 
Dr. E. S. Chaille, an American physi- 
cian, developed simple tests for estimat- 
ing the intelligence of young children. 
He thus preceded such well-known re- 
searchers as J. McKeen Cattell and 
Alfred Binet, the Frenchman who, by 
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1905, developed the intelligence scale 
that was intended originally for identi- 
fying mentally retarded children. 

Group guidance, concerned with the 
human relations and developmental 
needs of people pee. association with 
others, is now rapidly gaining in im- 
portance. Again there is direct indebted- 
ness to the medical profession for pio- 
neer work and understanding in group 
guidance. In a book by the French 
writers Camus and Pognies, published 
in 1904, the observation is made that 
psychoneurotic patients in large hospital 
wards seemed to have better mental 
states than similar wealthier patients 
occupying private rooms. Association 
with other persons presumably had a 
bearing on this. 

The first systematic use of group 
techniques seems to have been made by 
J. H. Pratt of Boston, who employed 
these techniques in the treatment of 
tubercular patients, beginning in 1905. 
He is often called the founder of group 
therapy. Patients having other chronic 
disorders were given similar group 
treatment. Emerson used group meth- 
ods with undernourished children and 
their parents at the Boston Dispensary 
in 1908. J. L. Moreno of Vienna, one 
of the best-known leaders in this field, 
worked with children beginning in 1911, 
and 10 years later he developed the 
psychodrama with mental patients, con- 
tinuing the work subsequently in New 
York. The psychodrama is a psychiatric 
technique in which an emotionally dis- 
turbed individual acts out his inner con- 
flicts on a stage, aided by auxiliary egos, 
a director, and sometimes a participat- 
ing audience. There are many less spe- 
cialized everyday uses of group guid- 
ance with normal persons, and the staff 
members of the school of nursing need 
to make conscious use of these tech- 
niques. 

Frank Parsons of Boston is credited 
with founding the vocational guidance 
movement. Recognizing that young 
people needed help in adjusting to em- 
ployment, he founded the Bread Win- 
ners Institute in 1905 and the Voca- 
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by BENJAMIN J. NOVAK, Ed.D. 
Vice Principal, Frankford High 
School, Philadelphia, Pa., and 
Lecturer in Guidance at Rutgers, 
The State University, Newark, N.J. 


tional Bureau of Boston in 1908. The 
vocational guidance movement spread 
to public schools and many other public 
and private agencies, and the field of 
nursing showed prompt interest. The 
National League of Nursing Education 
in 1912 established the Committee on 
Vocational Guidance; Isabel M. Stewart 
was elected first chairman of the com- 
mittee. There has been a steady growth 
of guidance services within the field of 
nursing education ever since. 

Guidance is sometimes subdivided in 
rather an artificial way on the basis of 
the single expressed major need or symp- 
tom of the client. Thus, one hears of 
vocational, educational, social or per- 
sonal, financial, health, religious, ethical, 
emotional, and other forms of guidance. 
This analysis is useful mainly in showing 
the extent of the frontiers within which 
guidance operates. One cannot look 
upon the person being counseled as a 
vocational, emotional, or other “prob- 
lem,” anymore than a patient is to be 
regarded as a cardiac or other sort of 
“case.” Actually, of course, a human 
being is a complex personality who 
must be dealt with circumspectly as a 
person of many complicated, variegated 
needs. The single or few needs dis- 
played at any given moment may not 
be the most important or even real needs 
at all. 

It is probably more accurate, then, to 
review the guidance functions in a 
school of nursing on the basis of the 
situations in which they can be recog- 
nized and utilized, rather than on the 
basis of any artificial analytical classi- 
fication. 


Some Guidance Functions 


Even before candidates apply for ad- 
mission to the nursing school, there is 
need for co-ordination between the 
nursing school, high schools, and other 
agencies. By sponsoring a tour of the 
school, brochures, open house, career 
conferences, and other devices, the 
school of nursing can provide appro- 
priate publicity and reliable occupa- 
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tional information, useful for encourag- 
ing, on a sound basis, the choice of 
nursing as a career. Certainly nursing 
has much drama, but the glamor por- 
trayed in motion pictures and fiction 
must be balanced with reality. 

Much counseling is needed in connec- 
tion with admission of students. A re- 
view of previous records and personal 
histories, interviewing, and testing are 
important guidance procedures. Main- 
taining student records is essential for 
continuing assistance and counseling 
throughout the school career and after- 
wards. 

Orientation is a guidance aspect of 
the nursing education program, and 
there is usually a week or other specified 
period of formal orientation activities 
provided by the school of nursing for 
its new students. Informal orientation 
must also be provided. The newcomer 
to the school of nursing, besides being 
confronted with many new professional 
and academic requirements, often is 
away from home for the first time, and 
she has many adjustments to make. 
Homesickness, budgeting of time, meet- 
ing dormitory regulations, making social 
adjustments, maintaining  self-confi- 
dence, and conforming to regimen and 
discipline contribute to bewilderment 
and discouragement. The new student 
nurse needs the support and help of 
her more experienced classmates and of 
capable and accessible staff members. 
Adequate orientation does much to re- 
duce the waste of early drop-outs, and 
makes the adjustment of the survivors 
speedier and less trying. 

Disciplinary problems inevitably arise 
in the school of nursing. An ideal—not 
always possible to attain—is to keep the 
guidance function separated as much as 
possible from the administration of dis- 
cipline. Since in guidance it is important 
to maintain a nonjudgmental or permis- 
sive atmosphere in which the person 
seeking assistance is free to express her 
feelings without hindrance or reproach, 
it is difficult for the disciplinarian to 
foster such a relationship. There is no 
implication, however, that the guidance 
point of view is in any way indifferent 
to the need for both internally and ex- 
ternally imposed discipline. On the 
contrary, an important responsibility of 
guidance is helping persons to face 
realistically the consequences of their 
behavior and to develop insights pro- 
moting better attitudes as a basis for 
conduct. 

The student nurse often needs help 
in maturing her philosophy of life. The 
ever present realities of illness, suffering, 
and death require the student to fortify 
her inherent sensitivity and concern for 
the sick with inner resources and sta- 
bility that will enable her to function 
efficiently without drifting into cynicism, 
pessimism, and callousness. This is a 


psychological hurdle that challenges to 
the utmost even the mature adult. The 
example set by the staff in meeting hu- 
man crises is of telling effect; group 
guidance techniques are very helpful in 
this area, 

As indicated earlier, the student nurse 
is uprooted from much of her former en- 
vironment and strains to meet new de 
mands set up by her profession. She 
also is maturing into adulthood. All 
three circumstances call for paying 
close attention to the student as an in- 
dividual. The student nurse may feel 
lost in a welter of routine, caught in an 
institutional regimen with no room for 
individuality. Hence, there should be 
readily available counseling assistance 
in schools of nursing. All of the staff 
must alert themselves to noting apparent 
needs among their students that require 
direct assistance or referral to a com- 
petent counselor before the difficulty 
becomes more serious. It cannot even 
be taken for granted that the student 
nurse can do without health guidance, 
therefore this must be provided also. 

It is important that the greatest em- 
phasis in guidance, as in medicine, be 
on prevention. With this in mind, those 
responsible for the curriculum will be 
sure it is realistic and attainable by the 
student. How-to-study helps and other 
aids to effective learning should be made 
available early. Group procedures will 
be used where appropriate, not only 
to encourage learning, but also to de- 
velop good interpersonal relationships 
and self-direction. Student government 
and social and email programs 
contribute to the same end. These ac- 
tivities are also indispensable in helping 
to develop loyalties and identification 
with larger causes. Student contacts 
with community groups through field 
trips and excursions, and volunteer work 
by both students and persons from the 
community are valuable to the student; 
furthermore, they broaden the public’s 
understanding of the work of the school. 

Educational and occupational infor- 
mation is essential throughout the 
training period. Career planning in 
nursing and related fields and oppor- 
tunities calling for further education 
must be made meaningful to the stu- 
dent. Immediate assistance may be 
needed in the form of scholarships and 
other financial aid. In these days of 
personnel shortages, placement may not 
seem to be important, but more atten- 
tion should be given to placement by 
schools of nursing, whether this service 
is on a basis of personal contacts by 
staff members or is more organized. 
Even more important from the guidance 
standpoint is the heightened morale of 
the nurse who is placed in a position 
that matches her particular capabilities 
and interests. 

(continued on page 33) 
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A recent nurse graduate explains 


how, while on her psychiatric 


nursing affiliation, she helped a 


young woman patient to start 


breaking through the barriers 


of her schizophrenic personality. 


and 
the 


Walls 


by JOSEPHINE A. VIVIANO, R.N., B.S. 


Jean, portrayed in these pictures by student nurse Sally Schwen, made no 
verbal response to the author’s early attempts to communicate with her. 


Came Down 


Head Nurse, Intensive Treatment 
Ward, Northville State Hospital, 
Northville, Mich. 


4 STABLISHING a bond with the 

4 schizophrenic patient is a challeng- 
ing, often frustrating, and yet fascinat- 
ing experience for the beginning student 
in psychiatric nursing. My experiences in 
learning to accept the behavior of my 
patient—with some understanding of the 
needs it represented—and finally in de- 
veloping an awareness of the real person 
beneath the symptoms have been invalu- 
able in contributing to my understand- 
ing of the scope and nature of psychi- 
atric nursing. 

Much of this experience has involved 
Jean, a 25-year-old girl who has had 
difficulty forming relationships all her 
life and has had general feelings of un- 
worthiness and inferiority. 

It was during February 1953 that 
Jean had a rather sudden onset of para- 
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noid delusions. She claimed that people 
were trying to kill her by various means, 
including poison, and that her father 
had tried to have sexual relations with 
her; she became quite hostile and com- 
bative. Jean was first admitted to private 
hospitals, but later she was transferred 
to Northville State Hospital, Northville, 
Mich., with a diagnosis of schizophrenia, 
paranoid type, accompanied by hebe- 
phrenic features. 


Very Frightened 


Jean is basically a very frightened and 
lost young girl who wants and needs 
very much to relate to someone. Yet 
she has been unable to do so, both be- 
cause she doesn’t know exactly how to 
go about this and because she is un- 


able to allow herself to trust other peo- 
ple or her own feelings about them. She 
is extremely unhappy and tortured in- 
side, disliking being who she is, feeling 
insecure, inferior, unwanted, and un- 
loved. Her thinking is so distorted she is 
suspicious of others and feels that peo- 
ple want to hurt her. She can’t under- 
stand that people really want to give 
her help. Jean’s actions are frightening 
to everyone, most of all to herself. She 
feels herself forced to fight out at the 
world, which she does by screaming in 
an unbelievably tortured manner when- 
ever she finds herself in a position that 
is particularly threatening to her. She 
is afraid to be with others and yet she 
is afraid to be alone with herself. Con- 
sequently, almost any situation is a real 
threat to her, and she has to strike out 
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at anyone to get rid of her pent-up anger 
and hostility. She can’t really do what 
others would like her to do, or for that 
matter, what she herself would like to 
do. She first has to permit herself free 
expression of her own emotions; this 
has been denied Jean up to this point 
in her life. 

Understanding Jean’s early childhood 
years is especially important since they 
have had such a definite impact on the 
development of her mental illness. Both 
her parents were quite rigid and reject- 
ed her in many ways; as a result, they 
unconsciously tried to compensate by 
indulging her with material things. — 

The dominant figure in Jean’s life has 
been her father, who, from all reports, 
is a stern, puritanical-type man. He is 
obviously ill in his own right, and has 
satisfied his pathological cravings at 
Jean’s expense. He evaluates life situa- 
tions as moral and Christian or not, and 
seems almost obsessed with his religious 
convictions. Jean has always been his 
“pet,” and he openly said he “hoped she 
would never marry,” that he wanted “to 
keep her for his own.” He was strict 
about religion, explaining that it was 
“for her own good.” The desires and 
activities of youth, he felt, were not 
pleasing to Christian people; therefore, 
he believed that Jean’s trouble resulted 
in part from a “fight of morality and de- 
cency against her natural desires.” 

He has projected the blame for her 
illness on teachers, relatives, and friends, 
insisting they contributed to her “inferi- 
ority complex.” His attitude while visit- 
ing Jean, however, has been quite patho- 
logical; as one nurse expressed it, “He 
seems like her lover than her 
father.” In view of this comment, Jean’s 


more 


delusions concerning him are fairly easy 


to understand. 

Jean’s mother seems somewhat over- 
shadowed and nondescript in relation 
to her husband, and has been described 
as “a nervous person who has never been 


After five weeks of sedative tub treatment, designed to 
provide a release of tension, Jean still rejected the author. 
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well.” She felt that Jean and she were 
very close, yet has admitted that her 
daughter never confided in her and that 
there was always much she didn’t under- 
stand about Jean’s thoughts. The girl’s 
mother did, however, feel that her hus- 
band was too rigid, and would allow 
Jean to do some of the things that her 
father refused to permit. Both parents 
have had considerable guilt feelings 
about Jean’s illness, and her mother re- 
peatedly goes over those things she has 
done that could have contributed to 
Jean’s illness. 

Jean has three siblings—two older 
brothers and a sister—all honor students 
in school who have, apparently, been 
quite successful. Jean, an average stu- 
dent, feels that her sister is much pret- 
tier than she, and has considered herself 
unable to measure up to any of them in 
any way. 

The patient’s personal history reveals 
a great deal of restriction. There was 
little real warmth during her childhood 
and she was not permitted to do the 
things a child usually does while grow- 
ing up. Her mother’s theory of raising 
a child was summed up in the statement, 
“You must conquer them early.” Jean 
was conquered from the start. When she 
attempted to suck her thumb Jean’s 
hands were held down or slapped. Toilet 
training termed “breaking the 
child,” and Jean was shamed or spanked 
until she realized it was not nice to be 
wet or soiled. She never wet the bed 
at night after she was one year of age, 
and this was felt by her mother to be a 
great accomplishment. All her life, Jean 
has been severely constipated, requiring 
a laxative every day; her mother assisted 
her with every bowel movement. She 
had nightmares and was afraid that 
someone was in her room at night. When 
she had temper tantrums, she was so 
severely punished that she also gave 
this up. They would usually do this by 
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shaming her. 


As a consequence of the rigid restric- 
tions and in view of her naturally sensi- 
tive temperament, Jean became a quiet, 
shy, self-conscious girl. She quit school 
in the tenth grade because it was too up- 
setting to her. Jean had been earning 
money as a piano teacher and organist 
for her church, but it is felt that music 
was forced on her—although she was 
talented, she never really liked it or 
wished to work at it. She had been 
a typical preschizophrenic personality, 
withdrawn and preoccupied, spending a 
lot of time alone in her room, crying 
or just lying on the bed. Her parents 
summed things up quite accurately when 
they stated that they felt many times she 
was angry, but they “had trained her 
not to show it.” 


Her Own World 


Developing a psychosis was Jean’s re- 
action to an intolerable life situation, a 
way in which she could begin to try to 
satisfy her natural needs for feeling im- 
portant and loved. For this she has 
built her own world. However, the fear 
and hatred attached to her father is so 
strong and terrifying that she is tortured 
by him in her psychosis. No matter 
which way she turns, he is the accusing 
and threatening figure in her life. 

She has been unable to relate to any- 
one, since the only persons she has 
closely been connected with have been 
unsatisfying and incapable of helping 
her learn how to relate. She has there- 
fore developed a need to protect herself 
from further hurt through her very effec- 
tive use of hostility and aggression. If 
someone tries to establish contact with 
her, Jean is forced to strike back; she 
can’t allow herself to become close to 
anyone, even though she knows under- 
neath how desperately she needs and 
wants someone. Knowing this, too, adds 
to her fear and increases her hostility 
So she has become markedly withdrawn 


Although verbal communication was still limited, the patient 
gradually began to acknowledge the presence of Miss Viviano. 





and negativistic. The world within her 
is the only safe world existing to Jean, 
and she is therefore described as 
“autistic.” 

Jean exhibits most of the usual char- 
acteristic symptoms of a schizophrenic 
reaction: fragmentation of personality, 
a disintegration of the ego functions. 
She is ambivalent, often feeling two 
very conflicting emotions toward the 
same person or situation. Her affective 
nature is disorganized, and she frequent- 
ly laughs inappropriately or giggles if a 
situation becomes uncomfortable to her. 
She is careless about her personal ap- 
pearance and habits, and will smear with 
feces, urine, and menses. Her usual posi- 
tion has been lying down, or sitting with 
her legs drawn up, on the hall floor near 
the nursing office. This characteristic is 
somewhat of a paradox in itself, since 
she picks the busiest place on the ward 
to sit, yet resists any attempts to relate 
to her. Jean’s need for someone—and also 
her fear—becomes quite apparent at 
such times. Her usual contact with the 
other patients is in the form of sudden, 
unprovoked fights. 

Jean has the delusion that others are 
trying to control her, and recognizing 
her past history, this is easily under- 
stood. She is sometimes openly antag- 
onistic towards her family. At other 
times Jean just sits rather passively when 
they visit, giggling inappropriately. But 
she always becomes quite upset after 
they visit her. For this reason, their 
visits have been restricted as much as 
possible, yet her parents do insist on 
seeing her. Unfortunately, though, they 
lack any real insight into her illness, and 
do not understand the damaging effect 
of their attitudes and presence on her. 


Treatment 


At the present time, the treatment 
plan for Jean consists of continuous seda- 
tive tubs as often as possible (every day 
is desirable). Eight hours at a time is 
the usual duration of this treatment. 
The nurse who stays with Jean while 
she is undergoing the treatment plays 
a very important part in providing the 
proper kind of environment. Jean has 
been receiving hydrotherapy almost 
daily for approximately five weeks now, 
and through the medium of the treat- 
ment, it has been possible to establish 
an initial type of contact with her. 

Jean receives a great deal of satisfac- 
tion from the sedative tubs, for it seems 
that they give her a sense of being in- 
sulated against further outer stress, re- 
laxing her to the point that she feels 
able to start living outside of herself. 
She is being given a place where she 
feels secure and a chance to develop a 
feeling of security with another person. 

My first attempts at communicating 
with Jean met with flat rejection. Later 
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she became more openly hostile and 
finally outwardly antagonistic and bel- 
ligerent. She would say, “Go away. 
Leave me alone, I don’t want you.” It 
seemed that the more I sought her out, 
the more frightened she became, the 
more tension within her increased, as she 
fought between a natural desire to be 
with someone and her fear and distrust 
of this desire. 

With little understanding of her needs 
at this point, I became more frightened 
of her. Each approach was more difficult 
to make, yet I would not admit to my- 
self that I was really frightened of her. 
But I never stayed around long enough 
to permit her to express her hostility 
through fighting and striking out; I 
quickly retreated whenever threatened. 
I was unable to realize how alone and 
miserable Jean was inside herself, how 
much she needed someone who could 
stay with her long enough to ride out 
her anger and hostility in order to reach 
the frightened girl underneath it all. 

The process of learning how to relate 
to each other really began when, final- 
ly recognizing my own fears of her un- 
controllable emotions, I was able to stay 
with her when she was forced to get rid 
of them. During the third week of my 
assignment Jean began to overcome her 
previously blocked emotions and let 
loose in an unbelievably tortured man- 
ner, screaming, “I can’t stand it,” and 
exhausting herself by banging against 
the doors of her seculsion room. It grad- 
ually became obvious to me that Jean’s 
fight was one to get better, and was 
within herself, not between the two of 
us. There was a real person within this 
confused, frightened girl who was strug- 
gling to come into her own right. My 
responsibility, then, became that of 
allowing Jean to rid herself of her pent- 
up hostility and anger, of understanding 
it and absorbing it, so that when she was 
somewhat relieved, I could get through 
to her to let her know that someone 
really cared about her, that she wasn’t 
really all alone, that she was important 
to someone. She even stopped once in 
the middle of a particularly frightening 
scream and asked me, “Can you take 
it?” Letting her know that I cared 
enough about her to want to “take it” 
and for me to understand why I was 
“taking it,” became part of the early 
phase of my nursing experience. 


The Real Meaning 


The real meaning of the word “ab- 
sorb” dawned on me in the middle of 
one of her screams, when she was espe- 
cially upset and tortured. All of a sudden 
I realized how much better it was for 
her to scream when someone was there 
with her, someone who could allow the 
outburst and accept it. This was so much 
better than the cold, blank wall of her 


seclusion room. And just as suddenly, 
her screams didn’t seem as terrifying to 
me, I undersood what I was doing 
there with her and why she was scream- 
ing. Jean felt this acceptance, too, for 
she saw that she didn’t frighten me 
away, that I was going to stay with her, 
that I knew to some extent how uncom- 
fortable she was inside herself. Thus, 
she was bringing her suppressed hostility 
to the surface, opening up so that she 
could let a little of the warmth and 
friendliness outside come in. 

Perhaps I tried to accept her too 
much at first, but I learned through my 
mistakes that I had to give her a chance 
to get used to all of her new, threaten- 
ing feelings. Once, when I was looking 
at her quite closely, she said, “Stop 
kissing me.” Thinking back over this, 
I can see that I was pushing her too far 
at this point; she had connected this ac- 
tion to the only thing with which she 
could concretely associate the feelings 
that were aroused. I then began to be- 
come aware of the signs of increasing 
tension within her. When I could tell 
I was getting too close for her own good, 
I would try to ease up by simply looking 
away, offering her a cigarette, or glanc- 
ing through a magazine. This would 
clear the air. 

Since Jean is not able to communicate. 
verbally to any great extent, I had to 
become secure in a quiet, accepting 
kind of relationship. Simply by sitting 
with each other, we often conveyed more 
true feelings and real awareness of each 
other than we could in any animated, 
yet superficial, meaningless, “talking-to- 
be-talking” conversation. Too much talk- 
ing makes Jean uncomfortable, yet when 
there has been a need to talk, we have 
usually been able to get our meanings 
across. Much of what Jean does say has 
a great deal of symbolic meaning to her 
and at first I couldn’t understand much 
of what she was trying to say. As I 
have gotten to know her, however, | 
have been able to sense what she is try- 
ing to say, to read into a phrase the 
words which she has had to leave out. 

An example of this was the question, 
“Do you have a daughter?” which she 
often repeated. At first I understood this 
to mean, “Can I be your daughter?” 
But I finally realized she meant to say, 
“Will you take care of me?” Another 
symbolic word was “reborn,” which to 
her meant that she would recover from 
her illness. 

Jean remembers well those things 
which are important to her, such as the 
day when I told her that she was im- 
portant to me, that I wanted to help her 
to get better if I could. Later that day, 
she turned to me and said, “What did 
you say?” She was satisfied when I, too, 
remembered and answered in almost the 
same words I had used earlier. Again, , 
a few days later, she broke a quiet spell 
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with the same phrase, and again the 
next week. This had great meaning to 
her and she had to be sure I meant what 
I said. 

Understanding her inappropriate 
laughter was another difficult phase of 
nursing care; I had to learn to feel com- 
fortable during these periods. Once I 
began to see that it was an expression 
of tension and anxiety, I found that an 
attitude of quiet acceptance, a word of 
reassurance, a slight sympathetic smile, 
were the best responses. She would usu- 
ally relax when she saw that I under- 
stood. 


Difficult to Accept 


Jean’s negativism has been most diffi- 
cult for me to accept. One day when 
was especially hurried, I became angry 
with her when she refused to change her 
wet clothes. I said, “All right, don’t get 
dressed!” and turned to clean up. She 
raced into her clothes, quite angry her- 
self, and stalked out of the room, bang- 
ing the door twice. I felt immediately 
that I had committed an unpardonable 
sin, and waited a few minutes until I 
felt calm. This also gave her a chance 
to “simmer down.” Then I went to her, 
offered her a cigarette, and she said, 
“You got mad at me,” in an unbelieving. 
accusing manner. When I answered, “I 
guess we got mad at each other,” she 
half-smiled, and the bond between us 
seemed stronger than before. 

The time when she comes out of the 
sedative tub is usually upsetting to both 
of us. Lately, I have been allowing her 
to take her time, realizing that I previ- 
ously tried to rush her when she wasn’t 
able to relinquish the relative security 
of the tub for the rest of the ward. Ex- 
plaining that there are things that I, too, 
have to do—even though I don’t want 
to—has meant something to her. She 
seems better able to accept the end of 
the day, when I must leave, knowing 
that it has to be this way. 

A significant point in my nursing care 
with Jean was reached during our sev- 
enth week together. One morning, while 
I was in Jean’s room to see if she was 
ready to have her sedative tub she was 
quite resistant, fighting out, and even 
biting. She became upset to the point of 
visibly trembling. And she began to cry 
quietly. I was looking out of the win- 
dow, waiting until she could feel more 
comfortable with me, when she asked, 
“Do you have a mind?” “I think that 
everyone has a mind, Jean,” I answered. 
She shook her head and said, “I don’t 
have a mind. Nobody lets me Mt. for 
myself.” Kneeling down beside her, my 
answer was somewhat like this: “That’s 
what I’m here for, Jean. I want to help 
you to be able to do the things that you 
really want to do—I only ask you to do 


the things that I think will help 3 you.’ 
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Jean finally was able to give up the security of her autistic world, stop sitting 
on the floor, and venture into the more active environment of the ward dayroom. 


After this, she got up and came quietly 
downefor her treatment. 

With this, I began to feel that perhaps 
I should permit her more chances to de- 
cide for herself, not to insist always on 
immediate participation, but have pa- 
tience and sit with her until she could 
decide for herself. I was beginning to 
feel that in her eyes I was being identi- 
fied as a controlling figure, and this 
would have been against the basic idea 
of the entire care. Her restrictions had 
been so excessive that now she needed 
only minimal controls to keep her from 
doing physical harm to herself and 
others, and perhaps to guide her in de- 
ciding major issues. Telling her, “if you 
would like to,” and “whenever you 
want to,” has begun to reach her. She 
will turn after being resistant and say, 
“Tl go now,” or “I’m ready to come out 
now.” It was even surprising when 
once I asked if she would like a ciga- 
rette, and she turned and said, “No, 
thank you, I don’t have to have a cig- 
arette.” 

Strengthening her ego again will be a 
slow process but she is beginning to feel 
somewhat more secure, as indicated by 
her behavior. 

Jean’s physical needs include the de- 

velopment of a general awareness of her 
personal hygiene; some sense of personal 
pride must be awakened in her. Jean 
takes little outward interest in her ap- 
pearance, yet I feel this area is of great 
importance to her. She had been exces- 


sively heavy and expressed more con- 
cern about this than anything else dur- 
ing a psychiatric evaluation. Since then 
Jean has lost over 30 pounds and un- 
doubtedly has gained a certain amount 
of self-esteem from this. However, she 
will not yet allow me to assist her too 
much in washing her hair or doing her 
nails. But she does wear lipstick and 
occasionally will permit me to run a 
comb through her hair. 

In general, my nursing aims for Jean 
have centered around breaking through 
her autistic wall and giving her some 
chance of developing a good, normal 
feeling for someone else, of helping her 
to feel important and wanted. I tried to 
be a person with whom she could feel 
comfortable and secure. This accom- 
plishment of being able to tolerate and 
accept someone else has been a signifi- 
cant step for her, 1 feel, and we have 
been able to bring about a sincerely 
warm feeling toward and interest in 
each other. We have shared experi- 
ences—simple ones, yes, but still shared. 
Jean has been able to get some pleas- 
ure and satisfaction from our relation- 
ship and perhaps the next time she will 
be able to allow herself more expres- 
sion of her feelings. Jean has needed 
someone to trust, and I hope I have 
been able to meet, even in a small way, 
some of this need. She has been im- 
portant to me, and I think she has 
been able to sense this and to gain 
strength from it. 
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THE DYNAMICS OF 


HUMAN RELATIONSHIPS 


talk it OVer 


by THERESA G. MULLER, R.N. 
Director of Nurses, Sheppard and 


at $ 


| & the last issue of NURSING 
WORLD, Dr. William A. Hunt 
clarified a few questions raised by par- 
ticipants of the 1958 Workshop on the 
Dynamics of Teaching. Cross-discipli- 
nary communications were considered in 
relation to the 
matter for nursing curricula. The rela- 
tive values of methodology in teaching 
were weighed according to the types of 
teachers communicating a subject with 
students 
with varying abilities and interests and 
students differing further according to 
environmental circumstances. Then, too, 


selection of subject 


enthusiasm and certainty to 


the learning values to be derived from 
observation and participation were dis- 
cussed from the standpoint of whether 
the 
insights into human relations processes 


or not purposes were to achieve 
or the acquisition of skills in nursing. 

There remained the question about 
selecting tools for candidates 
and the responsibility of the profession 


for rejecting persons admitted to a nurs- 


nursing 


ing program. Another question involved 
consideration of the relative implica- 
tions of teaching and learning in orde: 
to acquire relevant knowledge or recog- 
The following ex- 
cerpts are from the recorded discus- 


nition of illnesses 


sions on these matters 


Dr. Hunt: You asked about your re- 
sponsibility for those persons you ac- 
cepted on the basis of reliable selection 
tools and then found to be unsuited to 
the profession. On dropping them you 
wondered about what you should do to 
get them settled elsewhere. Why should 


you feel SO responsible for evervone? 


think the 


whole world? Are vou not unrealistic in 


Do you you should mothe 
your expectations of seeing to it that 


everyone is well adjusted and happy, 
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thereby clouding your view of existing 
human limitations? Why do you find it 
so necessary to have everything go well 
for the person who has chosen a pro- 
fession unsuited to her? 

When you are faced with the neces- 
sitv of telling such a person that he or 
she is unqualified for nursing, you may 
find yourself able to tell the person of 
positions in other fields. Or you may 
not. Might it not be conceivable that the 
rejected person is responsible for nding 
his own resources and making a de- 
about the selection of his 
fession? 

Participant: Do you mean that we are 
not responsible for those who fail to 
make the grade after we have carefully 
selected and encouraged them? 

Dr. Hunt: No selection program safe- 
guards against the human element of 
error. Therefore it is the student's re- 
sponsibility to make good. 

Participant; Little concern seems to 
be shown for the student who is 
dropped from our large school of nurs- 
ing. It seems to me that the rejection of 
the student is not nearly 


cision pro 


so serious as 
the indifference about the consequences 
of this rejection. 

Dr. Hunt: We have similar problems 
in selecting graduate students for the 
program in clinical psychology I am 
directing. Men and women are rejected 
at the end of the first year and then 
other universities do not want them. Yet 
they might have been able to do the 
work in that other university had they 
there first. But our selection is 
based on tentative possibilities of a per- 
son and is thereby justified. Then in- 
evitable life alter the 
tendencies of that person and refute the 
favorable which 
ceptance was based. As I see it, you 


y . 
gone 


circumstances 


estimate on the ac- 


seem to pay too much attention to the 
unqualified person. This is similar to 
what is being done in grade schools 
when attention is concentrated on the 
slow learners, thereby depriving the 
pupils who get along anyway but who 
would go further with assistance. How- 
ever, you might consider that the candi- 
dates who were rejected for professional 
nursing may have qualities that would 
make them acceptable for other types 
of nursing. 

Participant: Are we not making such 
distinctions in our practical nursing and 
professional nursing programs? 

Dr. Hunt: Similar distinctions are 
found outside the field of nursing. Ex- 
cept in urban centers, large sums of 
money are not usually spent on fancy 
educational programs. The level of ele- 
mentary school teaching is generally 
low, and teachers have limited back- 
grounds in educational theory. On the 
other hand, it has not been found too 
advantageous to snow a teacher down 
with courses and books on child psy- 
chology, as though she were expected 
to become a child therapist. 

It would seem wiser to give a teacher 
an opportunity to learn about the stu 
dents that need her help rather than to 
make her take academic ccurses in order 
to earn a promotion. I can safely rap 
my own profession for similar limita- 
tions. A clinical psychologist is just as 
likely to learn how to conjecture about 
what a schizophrenic is like from the 
dynamics involved in early childhood re- 
jection rather than to attempt to under- 
stand the actual behavior presented to 
him. A problem presented by a patient 
is not solved by fantasving about it; it 
requires our study of the actual behavior 
of an individual. A story is told about a 
baby sitter who brought an armful of 
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books to work. Her employer knew 
about her recent transfer from one 
school to another and so inquired about 
how she was getting on. “Fine,” said 
the girl, “but you have to know an 
awful lot.” Then she was asked, “Are 
your subjects more difficult?” “No,” was 
the reply, “but we are expected to know 
about them instead of just understand- 
ing them.” So it is that when we are 
challenged to explain what we mean 
when we describe schizophrenia as a 
dynamically developed pattern of with- 
drawn personality we move into another 
school. 

Participant: That is what we were 
wondering about in one group this 
What is the distinction be- 
tween recognition and knowledge? 

Dr. Hunt: 
sider vour question about the meanings 
of recognition and knowledge. Obvi- 
ously you can't draw a sharp line be- 
tween them. I have had artists come to 
me to learn about gestalt psychology; I 
found they were vaguely impressed by 
the idea that gestalt psychology has to 
do with a total approach to perception, 
and art is based on perception. Now, | 
don't a good artist ever suc- 
ceeds when he deliberately sets out to 
make a gestalt. On the other hand, per- 
haps artists do need to know practical 
chemistry to help them with the use 
of pigments. 

I really don’t know where the divid- 
ing line between knowing and recog- 
nizing exists. Research in the field of 
judgment shows that medical under- 
graduates generally fail to recognize 
an illness like schizophrenia during a 
vocabulary test. We might find our own 
thinking at times similar to a schizo- 
phrenic who leaves Omaha for LaGuar- 
dia Airport in New York, going by way 
of New Orleans and then ending up in 
Philadelphia. He knows in general 
where he wants to go, but beats all 
around the bush and never quite gets 
there. 

Participant: Then how are we to 
know when we are on the right road? 

Dr. Hunt: While Mrs. Hunt was in 
the hospital she heard about a patient 
who was described by a nurse as being 
quite disturbed during the night. What 
did the nurse mean by this? Was he 
bouncing around in bed, or screaming, 
or berating the nurse? Is a nurse on a 
surgical service likely to recognize the 
difference between a psychotic episode 
and a drug delirium reaction? How can 
you get to know quickly and easily the 
dynamics underlying these differences? 

Participant: Wouldn't this be a pro- 
cess of evolution which you might be- 
gin with simple observation techniques 
each person can grasp in his own way? 

Dr. Hunt: We also run into difficulties 
when we crowd too much into our cur- 
ricula. All of us want to appear signifi- 
cant in the eyes of other professions. 


morning: 


Yes, we do need to con- 


believe 
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But our first task is to know what we 
are preparing a person to do, then we 
should establish relevant criteria for 
assessing progress. 

Participant: It seems as though we 
tend to start by evaluating an existing 
program rather than evaluating the rea- 
son why it was originated. 

Dr. Hunt; The assumption is that 
someone must have known in the first 
place what the original needs were and 
then established the course of study. 
But the question about whether or not 
these courses are mg¢eting a present-day 
need should be raised over and over 
again. 

Miss Bowen: | believe a clue might 
be found by making a list of activities 
that need to be carried out. Then we'll 
have to look at these to see who is per- 
forming them. These activities should 
then be sorted out according to the job 
allocations for registered nurses and 
practical nurses, as well as the work 
now being done by attendants. Further 
sorting out might show us the activities 
that fall into the housekeeping depart- 
ment, the dietary department, and other 
nonnursing areas. 

There is also the problem of status 
when a practical nurse becomes a super- 
visor or a head nurse. Progression within 
a given level is inevitable but how this 
should be done presents quite a prob- 
lem. 

Dr. Hunt; It goes back to what you 
wanted to know about the purposes of 
a program and your own ability to make 
an adequate job analy sis. At an earlier 
point in our discussion there was raised 
the question about whether nursing 
should be responsible for its own edu- 
cation or whether it needs to rely on 
the authority of others. I won't say that 
others should be made responsible for 
nursing education because there is con- 
siderable difference between authority 
and responsibility. Sometimes you have 
the responsibility but not the authority, 
and then again another group has the 
authority but not the responsibility. You 
will find that you do need a certain 
amount of assistance from other disci- 
plines which give you advice whether 
or not you ask for it. That is generally 
true in the evolution of all the pro- 
fessions. You are also expected to have 
a certain amount of tolerance for the 
other fellow, to realize that you are 
likely to be just as irrational and threat- 
ening as he appears to be at times. 

Participant: I recently read in one of 
our nursing journals that doctors seem 
to be unaware of the fact that nurses 
teach them, even though this is gener- 
ally recognized by others. That is, doc- 
tors tend to reject any teaching except 
by their own professional members. 

Dr. Hunt: I suspect that to be true. 
However, doctors do learn much from 
nurses. But I wonder how many nurses 
are able to teach them without being 


overaggressive or expecting official 1ec- 
ognition. 

Participant: Are not some of the sub- 
jects taught to the doctors also bene- 
ficial to nurses? How then can we best 
share knowledge with each other? 

Dr. Hunt: This is again the difference 
between recognition and knowledge. 
Doctors and nurses are both important 
to patients and are reauired to know 
a great deal about similar matters. It 
would be hard to advise you about what 
the doctor needs to know about nurs- 
ing or how much the nurse should know 
about medical education. Not long ago 
my own profession accepted advice on 
how to benefit from medical teaching in 
setting up certifying boards, but it got 
us into deep trouble on the issue of 
psy chotherapy. In setting up your own 
educational programs for recognition 
through offering higher degrees you are 
bound to have similar difficulties about 
the place of a nurse according to medi- 
cal authority. 

Participant: Nursing and psychology 
got together through a common interest 
in human behavior, did they not? 

Dr. Hunt: Yes, and without realizing 
at first what they had to give to each 
other. The relationship might have 
started when they were concerned about 
such a simple matter as how often a 
sheet ought to be changed to make a 
patient feel comfortable. Changing 
sheets is anything but an impersonal 
matter; it involves a patient who might 
be impressed by receiving the attention 
involved in several changes of sheets 
each day. If the changes make the 
patient feel better it becomes an impor- 
tant psychological part of his care. Now 
you and I know that there is more to 
this matter than what I have just indi- 
cated. 

I have dealt with some of your ques- 
tions quite openly. I'd like to tell you 
that 1 believe people to be basically 
nice once you encourage them and give 
them a chance, and the most important 
things in life are not readily discussed. 
I am amazed, though, at how relieved 
people usually are when the hidden 
things come out into the open and are 
recognized for what they are. 

My human dynamics tell me that I 
have talked too much. I believe that I 
have failed you a bit. You asked me 
some broad questions and I could not 
give you the general answers which 
would satisfy you. It has been delight- 
ful to be with you but I have not 
helped your needs by failing to give you 
more definite answers. 

Miss Muller: We probably do look 
too much for final answers and feel un- 
comfortable when they are not forth- 
coming. It has been wonderful to have 
had you with us to show us that our 
exploratory questions need not be fully 
answered, Room is thereby left for 
further discussions. 
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Using the knowledge gained from her affiliation with the Visiting Nurse Associa- 
tion, Sister Maria Dolorosa explains interviewing techniques to freshman students. 


A patient with carcinoma... an 
amputee with diabetes ... a 
fashionable neighborhood . . . the 
Dock Area. . . were all visited 
by the nurse-author during her 
public health nursing affiliation 
with the Visiting Nurse Association. 


A Memorable Experience 


by SISTER MARIA DOLOROSA, 
O0.S.F., R.N., B.S. 

Instructor in Nursing, St. Mary’s 
Hospital School of Nursing, 
Orange, N.J. 


1 face my faculty advisor at the uni- 
versity told me that I should have 
to undergo eight weeks of experience in 
public health nursing and an additional 
seven weeks training in a hospital se- 
lected by the university, as part of the 
requirements for the B.S. degree, I used 
whatever persuasive power I could 
muster to obtain an exemption. It was 
all to no avail. Having completed both 
assignments recently, I, in all justice, 
had to return to the advisor and say, 
“I'm glad you made me do itl!” 

It’s hard to know where to begin to 
give an account of such a wonderful ex- 
perience. Often something is lost in the 
telling and, almost always, one falls 
short of doing justice to the tale. Never- 
theless, perhaps the account of my ex- 
perience will lend courage to others who 
are still faced with field work in public 
health nursing. 

Aside from the fact that I had to 
leave a lively class of freshmen, I was 
also quite concerned about how I, a 
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Roman Catholic sister, would be re- 
ceived as a visiting nurse. But the 
students were very capably taken over 
by the rest of our faculty, and the prob- 
lem of acceptance as a sister turned out 
to be no problem at all. The road was 
clear. 

It is the custom in most orders of re- 
ligious women for the sisters to travel 
in groups of two. Hence, on the first 
morning when I was deposited, alone, 
by the sisters at the office of the Visit- 
ing Nurse Association, I felt a bit 
strange—but not for long. A fellow stu- 
dent from the university, whom I shall 
call Margaret, was also being put 
through the paces of public health 
nursing, and she became my staunch 
companion. The shared experience 
brought us close together, and every- 
one at the Visiting Nurse Association 
was so warm and friendly that we were 
part of the family in no time at all. 

The first morning, after the staff 
nurses had left for their districts, we 
had our first class, which concerned the 
objectives and policies of the V.N.A. 
and a general orientation to the depart- 
ment. In the afternoon, one of the 
senior members of the staff, Mrs. D., 
returned to take me with her on her 
calls. “Mrs. D.,” I wrote in my little 


notebook that night, “was most edifying. 
Her rapport with her patients was beau- 
tiful to witness, her nursing care ex- 
cellent. She is humble, with a depth of 
warmth and understanding. A wonder- 
ful nurse!” My respect and admiration 
for this true nurse grew daily as I ob- 
served her work in the agency. Warmth 
and comfort flowed freely from her 
capable hands into her patients. 

As we approached each patient's 
house that first day, Mrs. D. would 
pause before leaving the car and brief 
me on the type of patient we were to 
see, giving me whatever background 
material she felt was pertinent. Our 
first stop was in a lovely new develop- 
ment where our patient, a little Greek 
lady, lived with her married daughter. 
She appeared more acutely ill than 
many patients we see in hospitals, and 
indeed she was. Yet she was capable of 
an amazing amount of self-help. The 
nurse went twice a week to bathe Mrs. 
K. and change her colostomy and 
perineal dressings—the ravages of car- 
cinoma were extensive. 

During the rest of the week the 
patient's daughter cared for her. Family 
teaching and reassurance are important 
duties of the visiting nurse, and her 
visits should serve to provide moral 
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When bathing the patient during a home visit, Sister Maria 
Dolorosa wraps the wash cloth around her hand to form a mitt. 


support. I made several subsequent 
visits to Mrs. K. and managed to es- 
tablish good rapport with her despite 
the fact that I experienced a sense of 
hostility on her part at first because I 
had partially replaced Mrs. D., her regu- 
lar nurse. 

Our next stop was to a little German 
lady with sarcoma, which was also in 
the advanced stages. She, too, derived 
much comfort from Mrs. D.’s miuistra- 
tions. From there we visited an elderly 
couple who were both quite deaf, ec- 
centric, and amusing. Mrs. P. received 
an injection of Vitamin B Complex 
weekly and looked forward eagerly to 
Mrs. D.’s visits. I think that the friendly 
warmth and sincerity of the nurse were 
therapeutic joys anticipated by this 
elderly couple more than the Vitamin B 
injections. She was their guest, friend, 
and confidante. 

Our last stop during that first 
memorable afternoon was to an elderly 
lady who received Vitamin B,. injec- 
tions from the visiting nurse. The pa- 
tient lived with her married son, his 
wife, and their seven wonderful chil- 
dren. Since another baby was expected 
shortly, Mrs. D. made it a point to in- 
quire about the mother’s health. Here, 
also, there was admirable empathy be- 
tween the nurse and family. 

I returned that first afternoon to a 
Dominican convent in the next town, 
where I, a Franciscan, was to stay dur- 
ing my eight weeks of field work with 
the Visiting Nurse Association. On that 
and subsequent evenings, a very inter- 
ested audience of Dominican sisters 
greeted me with a heart-warming, “Tell 
us what you did today.” 


Visit to Poorer Section 


On our second day, a class on prin- 
ciples of public health nursing was held 
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in the afternoon and I went on a rare 
morning field-work trip with Mrs. H., 
another excellent public health nurse, 
a humorous person, big physically and 


spiritually. She grasped every oppor- 
tunity to teach. We made five stops, 
each preceded by a systematic briefing. 
Mrs. H.’s district was in the poorer sec- 
tion of town, known as the Dock Area; 
I was totally unprepared by anything 
in my past experience for the condi- 


tions I was to see. 

Our first stop was at the home of an 
elderly Negro lady with cancer of the 
esophagus and stomach, whose widowed 
daughter was struggling valiantly to 
care for her at home. Mrs. H. went 
daily to start a clysis and had taught 
the daughter how to terminate it when 
it was fully absorbed. The patient was 
pathetic. Her daughter, a pleasant, 
friendly young woman, kept their little 
apartment spotlessly clean despite the 
fact that the approach to it from the 
street was a veritable obstacle race. 

I shall never forget our second call 
that day. It was to a Pentecostal Mis- 
sion situated on the main thoroughfare 
of the city; across the store window 
were written several religious exhorta- 
tions. There was no bell at the family 
entrance, so we had to knock loudly on 
the door. A young woman, to whom 
the little lady had extended hospitality, 
took care of the patient and helped out 
in the Sunday School, which was held 
on the lower floor. The living quarters 
upstairs defied description. Vividly I 
shall recall the scene. Two very 
plucked-looking birds, a parakeet and 
a cockatoo, not at all incongruous with 
their setting, were in a cage in the liv- 
ing room. 

It was the most chaotic situation I 
have ever seen. The younger woman did 
try to follow the nurse’s instructions for 
caring for the patient, but she just 


The author interviews a patient in the Outpatient Department 
Clinic to determine if there should be a reduction in fee. 


could not cope with the situation. It 
was really funny to hear Mrs. H. trying 
to get across a lesson a day so that the 
girl would be able to care for the 
patient, a white-haired old lady who 
had had a cerebral vascular accident. 
Because the patient was poor, the visit- 
ing nurse had referred the case for as- 
sistance. 

Our next two visits were to administer 
penicillin injections, the first to a child 
with rheumatic fever, the other to a 
patient who had had an abscessed 
tooth extracted. I mention these pa- 
tients to demonstrate the variety of 
cases seen by the visiting nurse in a 
day’s work. 

Our fifth visit was to a diabetic am- 
putee Mrs. H. directed in exercises for 
improving balance. I might mention 
here that the agency was fortunate in 
having available a nurse physiotherapist 
with a wide background of public health 
nursing experience. She came weekly 
on a consultative basis and was a tre- 
mendous help to the entire staff in car- 
ing for such patients as this amputee. 

The third day I accompanied Mrs. 
G., a gracious young nurse who was as- 
signed to a district in which the visiting 
nurse worked for the health department. 
In some areas the Department of Health 
bought service by contract from the 
Visiting Nurse Association. Here the 
nurse has a diversified experience; she 
conducts well-baby stations, delivers 
birth certificates, serves as school nurse 
in the parochial schools, does follow-up 
work on tuberculosis and venereal 
disease patients, and performs many 
other nursing duties. Provision was 
made in our program to have some ex- 
perience in each area. It was a rich, 
well-planned experience; I know that 
everything I do for patients will be in- 
fluenced by it. 

No preclinical felt 


student ever 
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School nursing is one aspect of public health nursing. Here 
Sister Maria Dolorosa has just finished giving an eye test. 


prouder at capping than I felt Wednes- 


day afternoon when we received our 
bags with our names inserted on the 
sides. This was to be my only identifica- 
tion as a visiting nurse. Bag technique 
and conducting the home visit were 
demonstrated, and we engaged in a 
little self-conscious role-playing in 
preparation for repeating the demon- 
stration for our supervisor the next day. 
On Thursday we spent some time 
with our director, Miss D., a dynamic 
personality who told us about the 
agency's program and its support and 
organization. Following the supervised 
demonstration on the home visit and 
bag technique we left for the Thursday 
afternoon seminar at the university. 
These seminars were also very valuable 
in co-ordinating our experiences and 
giving us the opportunity of sharing 
them with other members of our group 
who were working in various types of 
agencies over a widespread area. 


Solo Visits 


Friday morning we were instructed 
in the use of the record and the im- 
portance of interpretive recording. In 
the afternoon we made our first solo 
visits. I was assigned to two patients 
and provided with an agency car. I was 
grateful that I had a driver’s license, 
since the area was unfamiliar to me and 
much more territory could be covered 
by automobile than by bus. I clutched 
the map and started out on the first of 
many rewarding visits; the map was a 
sorry sight at the end of the experience 
because my lack of knowledge of the 
area led me to lean heavily on its 
guidance. 

During the ensuing weeks we had 
opportunities to accompany different 
staff members into their districts to ob- 
serve some special type case or service. 
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The staff members were an exceptional 
group of capable young nurses who did 
a magnificent job in every case. Miss D., 
the director, did a thorough screening 
of applicants and showed a discerning 
ability in selectivity. 

In the course of my field-work ex- 
perience with the V.N.A. I gave nursing 
care in many areas. A view of industrial 
nursing was had at a textile mill, 
where the V.N.A. rendered a part-time 
service. We assisted at prenatal and 
postnatal clinics, as well as cardiac 
clinics, and did follow-up visits on pa- 
tients from these clinics when necessary. 

Always each new experience was pre- 
ceded by instruction in that specific 
area. Community resources were thor- 
oughly explored; we visited and ob- 
served in a tuberculosis sanatorium, a 
home for problem children, and the 
local almshouse (after an interview 
with the Overseer of the Poor). On one 
occasion, we were welcomed to a 
monthly luncheon at which all agencies 
of the community met to strengthen 
bonds. At this event one of the free- 
holders delivered an address. On an- 
other occasion, we were invited to a 
board meeting at the agency, and I was 
quite absorbed until I glanced at the 
agenda and spied my name as a speaker, 
with “My Visiting Nurse Experience” 
for a topic. Fortunately, I was so im- 
pressed with all that had been done to 
make our experience the best possible, 
I had only to express my enthusiasm 
and cite a few humorous incidents to 
interest the group. 


Two Sources of Worry 


Fee-collecting and financial screen- 
ing were two areas that worried me. The 
nurse in a hospital situation seldom 
encounters financial matters involving 
her patients, unless she does private 


Photographs by Theresa Ghegan 


During a home visit Sister Maria Dolorosa uses a booklet to 
help her teach the patient what constitutes good nutrition. 


duty. An agency which supports itself 
in part by collection of fees for services 
rendered naturally has to concern itself 
with these matters. Many patients re- 
ceive a reduction in fee, free service, 
or are referred to an agency, such as the 
Cancer Society or Heart Association, 
that will reimburse the Visiting Nurse 
Association, in part, for care given. In 
order to ascertain the eligibility of 
families for a reduction in fee or no fee, 
a financial screening is necessary. 

I eventually became involved in sev- 
eral of these cases. One in particular 
stands out in my memory. I had been 
sent to a veterans’ housing project to 
give penicillin to an eight-year-old boy 
with a severe nasolabial infection. Con- 
ditions in the shack were appalling; 
parents and eight children were crowd- 
ed into three small, cluttered rooms. The 
father was unemployed and the mother 
worked all night in a diner to support 
the family. Obviously, I thought, this 
should be a no-fee visit. To substanti- 
ate my judgment, it was necessary to 
do a financial screening on my next 
visit. 

When it came to inquiring why the 
head of the household was unemployed, 
I received one of the most unusual ex- 
cuses I ever heard. He had been an up- 
holsterer and had had a spinal fusion 
two years earlier, I learned during the 
interview. Naturally, I assumed that 
working as an upholsterer was no long- 
er feasible with a spinal fusion, since 
pushing and pulling stuffed furniture 
would be a strain on the back. So I 
said, “I guess upholstering is out of the 
question with your back trouble.” To my 
amazement and amusement, the inter- 
viewee hastened to explain, “Dat ain’t 
the reason, nurse. I got false teeth since 
that time and I can't spit the tacks no 
more!” I then had the origin and sig- 

(continued on page 34) 
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DRUG THERAPY 
ga, 


by JOAN SARVAJIC, R.N. 


Formerly Instructor in Pharmacology, 


Bellevue Schools of Nursing, New York City 


Modern Concepts of Digitalis Therapy 


The use of digitalis marks the beginning of the modern era 
of cardiac therapy. In this issue present-day concepts of digitalis 
action and the clinical indications for its use will be summarized. 
Digitalis intoxication, an extremely important aspect of therapy, 
will be discussed in the April issue. : 

Whole-leaf digitalis and its purified derivatives, the cardiac 
glycosides, remain the most effective medicinal agents in the 
management of patients with congestive heart failure. The loss 
of cardiac reserve, manifested by heart failure, is the result of 
an imbalance between cardiac muscle strength and the work 
load imposed on the heart. Rational therapy is directed toward 
improving the function of the failing heart muscle and reducing 
the work load on the myocardium. These actions are interrelated; 
when one is affected, the other is also affected. Since the ulti- 
mate action in the chain of effects leading to clinical fail re 
occurs within the heart, the therapeutic goal is to improve the 
vital function of the heart—propelling blood. The digitalis drugs 
are the only agents known to induce compensation through di- 
rect action on the myocardium; all other measures are merely 
ancillary. The need for these supplementary measures varies 
inversely with the efficacy of digitalis. 

During the last decade there has been intensive study of the 
pathogenesis of edema accumulation in congestive heart failure, 
with attention focused on the kidney. It has been suggested that 
a glomerular tubular imbalance is the critical factor. Emphasis 
on the role of the kidney in increasing the cardiac load through 
salt and water retention has resulted in a difference of opinion 
as to whether the heart is actually the primary factor in initiating 
and sustaining failure. Considering failure as the consequence 
of renal impairment has had therapeutic implications. Therapy 
is sometimes based exclusively on salt regulation. This is achieved 
through various regimens of dietary salt restriction, interference 
with intestinal sodium absorption, and the promotion of renal 
salt loss. 

However, the inseparable interaction of cardiac and extra- 
cardiac factors in the pathogenesis of failure is recognized by 
most clinicians. This means that digitalis is useful during the 
entire course of the evolution of cardiac failure, except in a few 
instances. In the early stages major reliance is placed on digi- 
talis, but measures which diminish the heart’s work are not 
neglected. As decompensation advances and digitalis can no 
longer overcome the deterioration in cardiac competence, empha- 
sis shifts to restricting salt intake and promoting salt loss. In the 
initial phases of decompensation, the aim of therapy is to im- 
prove the function of the heart to meet the requirements of 
normal living. In the later phases the goal is to diminish th 
heart’s burden and simply adjust so that it can maintain limited 
cardiac performance. 
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Since digitalis was discovered by Withering its proper use 
has presented many problems. Questions of when and how to 
administer digitalis drugs as well as how to determine the ade- 
quate maintenance dosage still remain debatable. During the 
past three years new data on the action of digitalis have been 
acquired by Lown and Levine. 


The Action of Digitalis 


The effectiveness of digitalis in heart failure has been at- 
tributed to its direct cardiac as well as extracardiac actions. 
Although current opinion maintains that the diuretic effect of 
digitalis is the result of its direct action on the myocardium, 
recent studies with Digoxin show that this glycoside does have 
a definite diuretic action. Presumably the drug depresses sodium 
reabsorption by competing with a DOCA-like adrenal steroid 
which it resembles in chemical configuration. (DOCA promotes 
sodium retention.) However, in ordinary clinical failure, im- 
provement which occurs with digitalization frequently precedes 
and at times is not associated with significant diuresis. This sug- 
gests that if a direct renal factor is present, it is in all likelihood 
subsidiary to the effect of digitalis on the cardiovascular system. 

There are two opinions on the method of digitalis action on 
the heart. One school claims that restoration of compensation is 
an indirect effect mediated through reduction in rate. The other 
attributes it to direct action upon the myocardium. It is now 
generally believed that a reduction in the heart rate is the re- 
sult of restored compensation, rather than the converse. Even 
in patients with normal rhythm, digitalis frequently improves 
the clinical state before a reduction of heart rate occurs. 

Two mechanisms are at work in slowing the heart. When 
small doses of digitalis are administered, slowing is mediated 
by the vagus nerve and may be abolished by using atropine or 
exercise. As the dose is increased, extravagal factors predomi- 
nate. When the slowing is merely vagal, physical exertion causes 
exaggerated acceleration of the heart. In such a situation further 
improvement is achieved with more digitalis, but the drug 
causes no change in cardiac rate. In patients with atrial fibrilla- 
tion, rate response to exercise serves as an effective gauge for 
determining the adequacy of dosage. 

The major pharmacologic effect of digitalis is its direct action 
on the myocardium. Digitalis increases the force of systolic con- 
traction of the heart muscle, the more forceful contraction re- 
sulting in more complete ventricular emptying which is accom- 
panied by a rise in volume output. There is also an enhanced 
capacity to propel blood against increased peripheral resistance. 
At the same time the duration of systole is abbreviated, allowing 
more time for ventricular filling and heart rest. 
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RUG THERAPY 


The digitalized failing heart can do the same work with less 
energy (oxygen utilization) or more work with the same energy 
expenditure than before digitalization. Measurable increase in 
cardiac output is not an invariable end result of digitalis therapy; 
it occurs only when there is congestive heart failure, and even 
then it does not necessarily occur in the patient with incipient 
failure. The effect of digitalis in increasing cardiac output de- 
pends on the qualitative alterations in cardiac metabolism associ- 
ited with failure. 

Although failure is a prerequisite for the myocardial effect of 
digitalis, its presence does not assure therapeutic effectiveness. 
It is the underlying process causing the failure that is the critical 
determinant. Digitalis has little or no value when disability is 
due merely to a mechanical constriction within the heart as is 
the case in mitral stenosis with pulmonary congestion and normal 
sinus rhythm. The drug provides no relief in cardiac tamponade 
or constrictive pericarditis unless there is concurrent myocardial 
failure. It offers little benefit in active rheumatic carditis or con- 
genital heart disease, and little or no relief in high-output fail- 
ures, such as thyrotoxicosis, anemia, beriberi, osteitis deformans, 
ind arteriovenous fistulae. 

It is in the so-called low-output failure that cardiac glycosides 
strengthen the contractile powers of the myocardium. Here 
complete or partial resolution of failure occurs whether the 
etiologic factor is hypertension, coronary artery, arteriosclerotic, 
or valvular heart disease; the action is independent of the heart 
rate or underlying atrial rhythm. The reason digitalis is effective 
in failure and the manner in which the derangement is im- 
proved remain unknown. 


Physicochemical Basis for Digitalis Action 


Suggestions regarding the biochemical site of digitalis action 

ve being made as a result of studies on the contractile elements 
f muscle. The complex process has been arbitrarily divided into 
two phases, one of energy production during which substrate and 
xygen are utilized, and another in which the available energy is 
converted into mechanical work. Experiments indicate that from 
a biochemical standpoint, in low-output failure the problem ap- 
pears to be lodged in the conversion of the normally available 
energy into useful work. Presumably the defect resides in the 
overstretched contractile elements of the muscular machine. It 
is believed that digitalis affects either the contractile elements 
themselves or the concentration of intracellular potassium mediat- 
ing the contractile action. 

Digitalis appears to affect cellular potassium concentration. 
Therapeutic doses apparently increase cellular potassium con- 
tent while toxic doses decrease the content. 


Choice of Digitalizing Agent 


To date no fundamental differences have been found among 
the digitalis glycosides in regard to their effect on the heart. 
The dissimilarities that are encountered are quantitative and 
related to the rapidity and degree of absorption and variability 
in potency and duration of action. 

Powdered digitalis, whole-leaf, is the most widely used prepa- 
ration and gives satisfactory results in the majority of patients 
with early and uncomplicated heart failure. Digitalization can 
be accomplished within 24-48 hours by giving 0.6 Gm. at once, 
followed with 0.2 Gm. every six hours. In the ambulatory pa- 
tient, when the problem is not urgent, 0.1 to 0.2 Gm., three 
times daily, will produce the full effect in three days to a week. 
Compensation is then maintained by administering 0.1 to 0.2 
Gm. daily. This dosage schedule is flexible and adjusted to the 
patient’s requirements. Complete elimination of the drug takes 
place in about three weeks. Toxicity may last a week or more. 
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In recent years digitoxin has come into common use. A pure 
crystalline glycoside derived from Digitalis purpurea, it is sold 
as Purodigin, Crystodigin, and Digitaline Nativelle. It has uni- 
form potency and is equally effective when given orally, intra- 
mere or intravenously, although the speed of action dif- 
fers with different routes. Digitoxin’s reported advantages are 
that it produces less nausea than does digitalis leaf and it does 
not require biologic standardization. However, the prolonged 
effect of digitoxin, sometimes exceeding three weeks after dis- 
continuation of the drug, is a definite and serious disadvantage. 

In an undigitalized patient, about 1.0 mg. of digitoxin is given 
intravenously, intramuscularly, or by mouth in a single dose for 
rapid effect. From 0.1 to 0.2 mg. is given orally as a main- 
tenance dose. Onset of action is from 30 minutes to two hours. 

A rapidly eliminated digitalis compound is preferred for pa- 
tients with advanced heart failure whose salt consumption is 
rigidly restricted. In these patients the myocardial threshold to 
the toxic action of digitalis is frequently much reduced. Digoxin, 
because of its rapid dissipation, is frequently used for such 
patients. 

Digoxin, a purified glycoside of definite composition and uni- 
form potency, is derived from the leaves of Digitalis lanata and 
is effective when administered either orally or intravenously. Its 
absorption from the alimentary tract is rapid and fairly com- 
plete. The digitalizing dose, when given over a period of 24 
to 48 hours, ranges from 2.0 to 5.0 mg. After intravenous in- 
jection its effect—gauged by reduction of heart rate in patients 
with atrial fibrillation—is noted within five to ten minutes; the 
effect reaches its full extent in one to two hours. 

After oral administration digitalis action begins in one hour, 
becoming maximal in six to seven hours. Oral digitalization is 
accomplished rapidly by giving 2.0 mg. at once, followed by 
0.5 mg. every four to six hours. The daily maintenance dose 
varies from 0.25 to 1.25 mg. The most effective dose which has 
the least toxicity is 0.5 per day. 

Some object to the use of digoxin because of its rapid elimina- 
tion: Omission of the drug for a day or more may cause loss of 
digitalization. The recurrence of failure symptoms when the 
drug is omitted disciplines the patient so that he takes the drug 
with unerring regularity. 

In case of emergency, as when a patient has rapidly progress- 
ing acute pulmonary edema, lanatoside C (Cedilanid) or ouabain 
may be used. Lanatoside C acts within 10 to 30 minutes after 
injection, with its peak effect reached within two to three hours. 
This effect persists for between 16 and 36 hours. The digitalizing 
dose, when given intravenously, ranges from 1.2 to 3.2 mg. 
Digitalization can be rapidly effective by giving 1.2 mg. at once, 
followed by 0.4 mg. every two hours. Its prompt dissipation, 
however, makes it unsuitable for oral use. 

Ouabain acts even more rapidly. It is a pure crystalline sub- 
stance derived from Strophanthus gratus, and it is hydrolized 
in the gastrointestinal tract. It is therefore restricted to the intra- 
venous route. Ouabain’s effect is initiated in five minutes and 
reaches its maximum within an hour. The digitalizing dose 
ranges from 0.6 to 1.0 mg. Digitalization can be rapidly and 
safely achieved by giving two doses of 0.25 mg. within one-half 
to one hour of each other. This is then followed by administer- 
ing 0.1 mg. Apparently the full digitalizing dose of ouabain is 
either destroyed or eliminated within 24 hours. 

Many authorities believe that if one digitalis agent were to 
be recommended for its adaptability to many and varied clinical 
contingencies, digoxin would be the drug of choice. In the final 
analysis, however, it is not the digitalis compound used, but 
rather the facility and familiarity of the person administering it 
that permits effective treatment of the failing heart. 
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ACYLANID 


CARDIAC STIMULANT 





DESCRIPTION: Acylanid (acetyldigitoxin-alpha), a crystalline 
cardiac glycoside, is produced from lanatoside A, one of the 
glycosides of Digitalis lanata. It is produced by a chemically 
controlled enzymatic removal of glucose. Acylanid is chemically 
stable, its dosage standardized by weight. 


ACTION AND EFFECTS: This drug possesses properties that 
make oral digitalis therapy efficient and safe. It is well absorbed 
and has a short latency period. 

Acylanid produces all classic clinical benefits of digitalis af- 
fecting the heart rate, heart size, cardiac efficiency, pulmonary 
congestion, diuresis, vital capacity, and venous pressure. 


USES: Acylanid is used for all conditions requiring digitalis. It 
is utilized in the treatment of congestive heart failure (with or 
without arrhythmias), atrial premature systoles, atrial flutter, 
atrial fibrillation of recent origin, in decreasing the rate of long- 
standing atrial fibrillation, and ventricular tachycardia not caused 
by digitalis excess. 


PREPARATIONS: The drug is supplied in tablets of two dosage 
strengths: 0.1 mg. pink tablets and white tablets of 0.2 mg. 


DOSAGE AND ADMINISTRATION: The dosage must be ad- 
justed to meet the needs of the individual patient. Following is 
an average dosage schedule: 

Rapid digitalization: Ten tablets of 0.2 mg. each, taken within 
a twenty-four period in equally divided doses. 

Slow digitalization: Five tablets daily of 0.2 mg. each over a 
period of two to six days. 

Maintenance: The daily maintenance dosage ranges anywhere 
from 0.1 to 0.3 mg. For ease in adjusting dosage Acylanid tab- 
lets are grooved. Tablets of 0.1 mg. are also available. 


TOXICITY: Acylanid has a good margin of safety and is claimed 
to be less toxic than digitoxin. As a rule, nausea is a warning 
signal of toxicity and is usually manifested before cardiac ir- 


regularities which could be fatal are produced. The initial mani- 
festation of toxicity is anorexia, and this must be anticipated 
by physician and nurse, they should not wait for the patient to 
complain about it. Nausea and vomiting are usually secondary 
manifestations of toxic effects on the gastrointestinal tract. 
Diarrhea may also be noted and in rare cases is the only mani- 
festation of digitalis toxicity. Abdominal discomfort and pain 
often accompany the gastrointestinal symptoms. 

Probably the most frequent cardiac effect of digitalis over- 
dosage is the occurrence of extrasystoles which, while usually 
ventricular, may also be atrial. If the extrasystole recurs after 
each regular systole, digitalis “coupling” is present. This is re- 
ferred to as pulsus bigeminus. 

The ventricular rate can be increased by digitalis if numerous 
extrasystoles appear, but it can also be slowed. This occurs 
either through a direct depressant action on the sino-auricular 
node (S.A. pacemaker) or on the auriculoventricular (A.V.) 
conduction system. 

Neurologic effects which are also manifestations of toxicity 
include headache, fatigue, malaise, and drowsiness; they occur 
early in the course of intoxication. Neurologic pain and mental 
symptoms—including disorientation, confusion aphasia, and even 
delirium and hallucinations—are known to occur. The patient 
may also complain about “yellow vision.” 


PRECAUTIONS: The physician needs the invaluable observa- 
tions of the nurse in the administration of digitalis preparations 
more than in the administration of almost any other drug. This 
is particularly true during the initial digitalization of the patient. 

Every nurse should be thoroughly acquainted with early 
manifestations of digitalis toxicity. The pulse must be taken be- 
fore the administration of every dose of the drug. The usually 
accepted rule is to stop the dose or report to the physician if 
the ventricular rate falls below 60 beats per minute. However, 
the heart rate may not be slowed at all by digitalis, and an in- 
crease in rate may be the first evidence of digitalis poisoning. 
Likewise the previously rapid irregular pulse of fibrillation which 
the nurse notes becomes slow and regular may represent toxicity. 





OUABAIN 


CARDIAC STIMULANT 





DESCRIPTION: Ouabain, or G-strophanthin, is a crystalline 
glycoside obtained from the seeds of Strophanthus gratus and 
from the wood of Acokanthera venenata. 


ACTION AND EFFECTS: Ouabain is the drug of choice for 
emergency intravenous use because of its very brief latent period. 
A reduction in ventricular rate and venous pressure may be at- 
tained within five minutes after injection with a maximum ef- 
fect reached within 30 minutes to two hours and lasting 24 to 
72 hours. Its rapid elimination makes ouabain unsatisfactory for 
maintenance of digitalization. 


USES: The intravenous administration of ouabain is indicated 
only in emergencies requiring digitalization within a few hours. 
Such rapid digitalization might be necessary for patients with 
acute congestive heart failure caused by an attack of paroxysmal 
atrial fibrillation with very rapid ventricular rate; — with 
acute congestive heart failure or myocardial infarction and 
massive pulmonary edema; or undigitalized patients who develop 
heart failure during operations. 

Sometimes intravenous digitalization is employed when the 

atient cannot tolerate oral medication because of vomiting 
oui about by surgery or coma. 


PREPARATIONS: Ouabain injection, U.S.P., is a sterile aqueous 
solution for injection, each milliliter of the drug containing either 
0.25 or 0.50 mg. of ouabain. 

AND ADMINISTRATION: 


DOSAGE Wycoff and Goldring 
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achieved good therapeutic results without dangerous incidents 
when they administered ouabain intravenously in patients with 
atrial fibrillation and rapid ventricular rate. The full therapeutic 
dose was found to be 1 mg. for 150 pounds of body weight. A 
total dosage of 1 mg. of ouabain should not be exceeded during 
a twenty-four-hour period, and the drug should not be given 
at all it digitalis has been administered in the preceding two 
weeks. The initial dose is usually 0.5 mg., followed by injections 
of 0.1 mg. every half hour until a satisfactory response has 
been obtained. Maximum action is obtained in less than an 
hour. Slowing of the heart thus obtained mav persist for five 
days or less. 


TOXICITY: When intravenous digitalization is necessary, the 
crystallized glycoside ouabain is preferred to digitalis prepara- 
tions because of its more rapid action. In addition, the effect of 
ouabain is dissipated more rapidly. There has been some fear 
of using ouabain, which is a powerful poison and which can 
produce premature beats, ventricular tachycardia, fibrillation, 
and death within a half hour after injection. But it is doubtful 
whether the relation of therapeutic to toxic doses for ouabain is 
different from that of the digitalis glycosides. Most of the re- 
ported accidents may have been due to incomplete elimination 
of previous digitalization at the time ouabain was injected. Or 
the accidents may have resulted from overdosage with the drug. 


PRECAUTIONS: Ouabain should not be given intravenously if 
the patient has received a digitalis preparation in the ess Sa 
two weeks. In general the intravenous administration of digi- 
talis preparations or ouabain is rarely essential. 
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CEDILANID-D 


CARDIAC STIMULANT 





DESCRIPTION: This digitalis preparation is also known as 
deslanoside, U.S.P. It is an ampule solution of pure desacety]- 
lanatoside C, a cardioactive glycoside formed by subjecting 
lanatoside C to mild, alkaline hydrolysis. Cedilanid-D is chem- 
ically stable and its dosage is standardized gravimetrically. It is 
more soluble than the parent glycoside, lanatoside C. , 


ACTION AND EFFECTS: Because of its increased solubility as 
compared with lanatoside C, Cedilanid-D is an improved prepa- 
ration for intramuscular and intravenous administration, and its 
cardiac effects and clinical properties are essentially those of 
the parent compound. All digitalis preparations have the same 
type of myocardial action. Thus, like digitalis, Cedilanid-D 
stimulates the vagus, causing a slower heart rate, and strength- 
ens the contractions of the myocardium. The latter results in 
increased stroke volume and a decrease in the refractory period. 

The action of Cedilanid-D begins in 10 to 30 minutes. It 
reaches its maximal action in one to two hours, and the action 
regresses in 16 to 36 hours. Within three to six days the action 
has completely disappeared. ; 


USES: Cedilanid-D has a short latent period and a wide thera- 
peutic margin. It is therefore a safe cardiotonic for parenteral 
administration in standard dosage and is well suited for patients 
requiring rapid digitalization. It can be utilized in congestive 
heart failure, pulmonary edema, or in arrhythmias. 

Cedilanid-D is used to terminate attacks of cardiac arrhythmia. 
either with or without failure; atrial fibrillation: atrial flutter: 
and paroxysmal tachycardia. 


PREPARATIONS: Cedilanid-D is supplied in 2 cc. ampules of 


0.4 mg. and 4 cc. ampules of 0.8 mg. 


DOSAGE AND ADMINISTRATION: For digitalization 8 cc. 
or 1.6 mg. of the drug is given intramuscularly or intravenously 
within 24 hours. When the intravenous route is used the dose 
may be given as one injection or in 4 cc. portions. If the drug 
is given intramuscularly it is given at each of two sites in 4 cc. 
dosage. 

Cedilanid-D is not recommended for maintenance therapy. 


TOXICITY: It is well to remember that despite the fact that 
Cedilanid-D represents one of the purified cardiac glycosides, 
it nevertheless exhibits the same type of therapeutic myocardial 
action and toxic effect as digitalis. In all probability a patient 
who cannot tolerate digitalis will not be able to tolerate the 
purified cardiac glycosides. 

Since Cedilanid-D is used as an emergency drug for rapid 
digitalization and rarely used for maintenance therapy, the 
likelihood of seeing toxicity from its use is rare. However, it 
must be remembered that the drug’s toxic effects would be simi- 
lar to those of any other digitalis preparation. 


PRECAUTIONS: Solubility is an important feature when a 
digitalis preparation is to be injected intravenously. In this re- 
spect the purified cardiac glycosides represent an impressive 
advance in treatment. 

It is important then that the nurse recognize the fact that 
digitalis preparations cannot be used interchangeably, not only 
because of their differences in solubility, but also because of 
the marked differences in their onset of action. The nurse must 
carefully note all responses to parenteral administration of the 


drug. 





ACETYLSTROPHANTHIDIN 


CARDIAC STIMULANT 





DESCRIPTION: Acetylstrophanthidin is a partial synthetic hav- 
ing an almost immediate digitalis-like action. 


ACTION AND EFFECTS: The complete effect of acetylstrophan- 
thidin is obtained 10 to 15 minutes after intravenous adminis- 
tration. This pharmaceutical] preparation therefore acts even 
more rapidly than ouabain. Like ouabain, acetylstrophanthidin 
is utilized only in emergency situations. Given under the proper 
circumstances, acetylstrophanthidin will cause a rapid reduction 
in the ventricular rate and venous pressure. 


USES: There are several reports concerning the value of this 
drug. Ventricular fibrillation has been noted following its ad 
ministration and it is generally agreed today that acetylstrophan- 
thidin is not considered the drug of choice for rapid digitaliza- 
tion since it can be dangerous when administered by someone 
who has not had wide experience with it. Of the various digi 
talis oa, lanatoside C (Cedilanid) is probably most 
desirable for intravenous use because it is a pure crystalline 
substance of constant composition and has the brie fest latent 
period and the most rapid rate of elimination of the commonly 
available digitalis glycosides. . 

The use of acetylstrophanthidin has become very important 
in research centers whe re the drug has been used spec ific ally to 
determine whether symptoms exhibited by a patient are an indi- 
cation of lack of digitalis or excess of digitalis. This is a common 
problem facing the physician and until now there have been 
no reliable oe methods for finding the answer. With the 


intravenous administration of this preparation accompanied by 
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electrocardiographic monitoring and interpretation by special- 
ists, it is possible to determine whether the patient should have 
his dosage of digitalis cut or increased. This information is im- 
portant because in some patients thought to have an excess of 
digitalis, the acetylstrophanthidin test has proved the problem 
was one of lack of digitalis. 


PREPARATIONS: Acetylstrophanthidin is available in 1 ce. 


ampules containing 0.6 mg. of the drug. 


DOSAGE AND ADMINISTRATION: This drug is about one- 
half as potent as ouabain. For digitalization the initial dose is 
0.6 mg., intravenously, administered very slowly. This is fol- 
lowed by a dosage of 0.2 mg. at 20 to 30 minute intervals until 
dosage is adequate to indicate digitalization has been achieved. 


TOXICITY: There is considerable debate about the difficulty of 
controlling the dose of acetylstrophanthidin and the consequent 
danger of toxicity. It has already been noted that ventricular 
fibrillation has been observed following administration of the 
drug. 


PRECAUTIONS: The nurse should not undertake the responsi- 
bility of administering this drug. The fact it is given intra- 
venously is not the only reason; it is best administered by those 
experts who have had experience with the drug. The acetyl- 
strophanthidin test, while of great value, is not used by most 
physicians as yet since the test is a relatively new procedure 
and the fatality rate following such tests is still comparatively 


high. 
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Knowing what to expect before, during, 


and after birth helps parents to be more 


confident and better prepared 
to care for their child. 


CLASSES for 


Expectant Parents 


Part I 


by BETTY GREGORY GREENBURG, R.N., MLS. 


SHOULD like to tell you about an 
interesting learning experience | 
have had in conducting expectant par- 
ents’ classes. The term “learning” is 
used because prior to conducting these 
classes, I spent three weeks _partici- 
pating in a Leadership Training Insti- 
tute held at Parkland Memorial Hos- 
pital, Dallas, Tex. The was 
given by two members of The Child 
Study Association of America and at- 
tended by three registered nurse repre- 
sentatives from each of five states— 
New Mexico, Louisiana, Arkansas, 
Oklahoma, and Texas. All the nurses 
were from the field of public health 
except myself and one or two others 
who were in nursing education. The 
Texas State Department of Health, 
Texas Women’s University and Chil- 
dren’s Bureau, sponsored the institute. 
Before being selected to attend the 
institute, we had agreed to teach two 
or more groups of expectant parents on 
our return home. It was planned that a 
leader would visit each of us and at- 
tend one of our meetings after we got 
them started. We were also to write a 
detailed account of what transpired at 
our other meetings and send it to our 
and 


course 


appointed advisor for comment 
advice. 

The institute leaders, Mrs. Aline B. 
Auerbach and Gertrude Goller, her as- 


sociate, were dynamic and challenging 
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Betty Greenburg shows a young expectant mother how to 
gather the shirt sleeve while guiding baby’s hand through it. 


in their approach to the sessions, de- 
signed to aid us in learning how to 
stimulate group discussion. We soon 
found that techniques we could use to 
do this were actually being employed 
with us during the meetings. For ex- 
ample, it became apparent we were 
responding well to such encouraging 
expressions of the leaders as, “Have any 
of you sometimes felt this way?” The 
leaders would ask this following a stu- 
dent’s remark. Or they would say, 
“Would you like to tell us just what 
mean?” when someone made a 
rather general statement. 

Frequently the leader would restate 
a member’s question or remark to make 
it clearer to the group, and always, at 
intervals, she would summarize what 
had been discussed. As a result, we 
discovered to our surprise that we were 
all freely contributing to the discussion 
our experiences and opinions. Mem- 
bers brought up situations that might 
occur with a parent group, and we 
talked about how they might best be 
handled. We also talked about ways 
and means of organizing and starting 
parents’ groups. 

While afternoon were 
voted to learning how to promote 
profitable group discussion, we spent 
an equal amount of time refreshing 
ourselves in maternal and_ child-care 
theory. Every morning various members 


you 


sessions de- 


of the Parkland Hospital medical staff 
would talk informally for an hour and 
45 minutes on various topics. Included 
were Newer Concepts of Obstetric 
Care; Psychological and Emotional As- 
pects of Pregnancy; Special Aspects of 
Pregnancy; The Child From Birth 
Through Adulthood; Variations in Cul- 
tural Attitudes in Parent-Child Rela- 
tions; Community Resources for Coun- 
seling and Psychiatric Treatment; Use 
of Visual Aid Materials, including a 
film on natural childbirth; and Use of 
Demonstrations, with a demonstration 
of a baby bath by a nursing supervisor 
from the Dallas City Health Depart- 
ment. 

We received bibliography lists and 
were able to use the school library. We 
heard a number of tape recordings of 
actual expectant parents’ meetings. 
During the sessions we investigated and 
analyzed the unusually detailed narra- 
tive account of a series of eight meet- 
ings conducted by one of the leaders 
with a group of expectant mothers. 
Through these means we were able to 
project ourselves into typical situations 
that might arise when we came to con- 
duct our own sessions. So well did each 
participant enter into the spirit of the 
meetings that discussion went on into 
the social periods of the evenings 

The purpose of these meetings was 
to assist us to learn how to lead group 
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discussion, the idea behind this en- 
deavor being that the best way to help 
meet parents’ needs for a satisfactory 
understanding regarding pregnancy, 
birth, and child rearing is to discuss 
with them the concerns and questions 
they have regarding these things. The 
following benefits result from such 
meetings: 


1. It is a relief for people who are 
going through such an intense 
and vitally important experience 
to be together. 

One learns from others in the 
group. 

Sharing experiences under lead- 
ership results in deeper under- 
standing. 

One learns through participating 
in a group. 
Misconceptions 
nated. 
Ways of 


can be 


elimi- 


approach may be 


learned that can be used to solve 
other problems. 

One is guided to look at all sides 
of a problem. 


There is no planned curriculum for 
these parents’ meetings—discussion is 
based on what parents indicate they 
are interested in. In general, the role 
of the leader is to encourage individual 
comments to serve as a basis for be- 
ginning and continuing discussion; to 
summarize periodically what has been 
and add information 
for better or more complete understand- 


said; as needed 
ing. The leader also introduces broad 
areas for discussion: If the group does 
not they would like to discuss 
something obviously pertinent, such as 
how to take care of the baby, the 
leader can ask them if this is a topic 
they would like to discuss. 


Say 


Pitfalls 


There are pitfalls to be avoided. 
Often the leader is asked for her opin- 
ion. A parent might ask whether the 
leader thinks it better to breast feed or 
bottle feed. Here she can encourage 
parents to tell what they have heard 
or read about the advantages and dis- 
advantages of both methods and then 
decide for themselves what they want 
to do. Their decision will thus be 
based on factual knowledge and their 
own needs and inclinations, rather than 
on someone else’s preference, which 
might not suit their temperament or 
family needs. 

I have already mentioned some tech- 
niques which can be used to stimulate 
discussion and make it more meaning- 
ful for participants. But I should like 
to add a little r-ore before discussing 
my experience in conducting sessions. 
For one thing, the leader can often aid 
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the individual to follow her doctor's 
instruction by helping her to see why 
he gave her the instructions he did. 
Perhaps he said not to gain any more 
weight. If she wonders why, aloud, the 
leader can say, “Why do you suppose 
the doctor wants you to gain only a 
certain amount?” The group discussion 
that follows will bring out good rea- 
sons. The individual who asked the 
question will be more content when 
she hears that others have a similar 
problem. 

The training group worried about 
handling strong emotions expressed by 
the parents. For instance, a mother 
might say that she doesn’t know 
whether she wants this baby or not. To 
help mothers verbalize about normal 
feelings like this the leader can say to 
the class, “Have any of you sometimes 
felt this way?” 

We talked about how the leader 
could add another dimension to a 
topic. If the mothers want to have a 
baby-bath demonstration, that can be 
done. Then the leader might help them 
to express how they feel about being 
at home with the baby for the first 
time, a situation about which they usu- 
ally have strong doubts. She can draw 
them out by saying, “Have you thought 
what it will be like after you take the 
baby home?” This technique can also 
be used to help fathers find out what 
their role is, say, during the labor 
period. When discussing the process 
of labor, at an appropriate point the 
leader can say, “What do you fathers 
think your role is during this time?” 
Again, when talking about methods of 
feeding the baby, another dimension 
might be added by saying, “What, 
really, are we trying to accomplish 
with feeding?” 

If a person brings up a topic for 
discussion it is a good idea to determine 
whether it is something the group as a 
whole would be interested in. When 
the leader brings out charts to illus- 
trate a point, it is best to use open- 
end questions such as: Is there any- 
thing special you notice here? rather 
than, What changes do you see? This 
last implies the questioner has in mind 
the answer she wants, and this puts the 
other person on the spot. While on a 
tour of the delivery area the leader 
can say, “Is there anything you see 
that you would like to ask about?” This 
is better than proceeding to explain 
the use of various items in the room 
that individuals may not be interested 
in or even need to know about. 

Ascertaining what a group knows 
about a topic before taking it up is 
helpful. If people wish to talk about 
the beginning of labor, the leader can 
start out by asking, “What have you 
heard about signs of labor?” This does 
several things: It uncovers misconcep- 


tions, makes people secure in what they 
do know, and saves time. Remarks to 
give encouragement to continue and 
also give credit are, “What else . . . ?” 
and “You’ve brought out some impor- 
tant points.” It is better to use the word 
“how” than “why.” Asking, “Why do 
you feel this way?” may bring a glib 
intellectual response. “How do you feel 
about this matter?” implies one does 
not have to answer a point-blank ques- 
tion. If a subject is brought up and 
there is no immediate response, the 
leader might try one of these ques- 
tions: How are you seeing this? What 
does this mean to you? Is there some- 
thing you would like to know about 
this? 

Inquiries were made by class mem- 
bers about the too talkative individual 
and the too quiet one who might be 
group members. For the former it was 
suggested the leader bring out good 
things the person said, throw discussion 
of his comment to the group, or even 
interrupt. For the latter, look at her 
occasionally to let her know she is an 
important member, even though she 
does not contribute verbally. Be alert 
to a facial expression or gesture of the 
head. Sometimes one can comment on 
one of these. One might say, “Mrs. 
Brown is nodding her head. Have you 
heard something about this before, Mrs. 
Brown?” 

One needs to be alert for the ques- 
tion behind the question. If someone 
asks, “Is it all right to pick up the 
baby?” she might want to know if it 
will spoil him to pick him up, or she 
might want to learn the best way to 
pick him up, but is hesitant to ask be- 
cause she thinks she should know. One 
might get at the real question by re- 
marking, “Would you like to tell us 
more of what you have in mind?” 


The First Step 


These are a few of the methods that 
can be used when holding classes. Now 
I would like to comment a little on my 
experiences in starting and conducting 
sessions. The first step was to acquaint 
the community with these about-to-be- 
held classes for expectant parents. I 
started out by visiting 13 doctors who 
practiced obstetrics at Santa Rosa Hos- 
pital. Ten of them gave me a list of 
pregnant women whom they were pres- 
ently caring for. I sent out approxi- 
mately 225 letters with an enclosed 
self-addressed postcard asking these 
and other pregnant women to let me 
know whether or not they would come 
to the classes and whether they wanted 
a mothers’ class or mothers’ and fathers’ 
class. 

The psychology behind requesting a 
reply was that one would feel more 
committed if she put it in writing. Next, 


NURSING WORLD 





I had a news item regarding the class 
put in all the local papers. As a result 
of these endeavors, seven women en- 
rolled for my mothers’ class and six 
couples for my mothers’ and fathers’ 
class. It is best, I think, to have a 
group of 10-20, since a larger group 
stimulates more discussion and insures 
a sufficient audience, even when some 
members are unable to attend. We had 
been advised that eight weekly ses- 
sions of an hour and a half each had 
worked out best with other groups, so 
mine were that long. I asked mv third 
and present—class if they would like 
this way or prefer to meet two hours 
a week for six meetings. They chose 
the latter. (Nevertheless, I do not think 
we shall cover as much material as we 
did following the original schedule.) 

At the ons ‘ng session of each class, 
I followe? gestions about getting 
started made «t our training meetings. 
I explained to the group that they were 
all present because thev had something 
in common and would learn by shar- 
ing feelings, attitudes, ideas and con- 
cerns; that this event was a very im- 
portant aspect of their lives; and that 
it was felt they could best meet new 
experiences if thev knew something of 
what to expect. Comprehensive nods 
greeted these remarks. I then asked if 
each would introduce himself and ex- 
plain what he would like to talk about. 
Replies were brief, presumably every- 
one was a little shy. The replies ranged 
from generalizations to specific ques- 
tions. Throughout the sessions the 
mothers were more spontaneous than 
the group of mothers and fathers. At 
the first meeting, members of the latter 
group stood up as they introduced 
themselves, as if they were in a formal 
class. 

The two most difficult situations that 
occurred took place at the first meeting 
of each group. In the mothers’ and 
fathers’ class a father asked, “Is it bet- 
ter to have an obstetrician or a general 
practitioner take care of your wife?” 
I turned the discussion of the question 
over to the others by asking how thev 
felt about this. They proceeded to offer 
various comments. Finally, the father 
who had asked the question said the 
reason he and his wife had chosen a 
general practitioner was because they 
felt if any illness arose to complicate 
the pregnancy the general practitioner 
would be better equipped to treat it. 
The comments made by the others 
seemed to have helped him answer 
his question. In the mothers’ meeting 
the subject of anesthesia during de- 
livery was brought up. We went over 
what ether, pudendal, and saddle block 
anesthetics were. Later I learned the 
doctor of one of the mothers was upset 
because he was told that at the class 
the nurse had said that a certain type 
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The baby’s position within the uterus and his beginning descent through the pelvis 
are demonstrated by Mrs. Greenburg in a class meeting at Santa Rosa Hospital. 


of anesthetic best. Somehow the 
patient had gotten confused as to who 
said what; such a remark might have 
been made by another member. Since 
method of treatment is the 
duty, a leader must, of course, avoid 
making any recommendations. 

Subject matter taken up by both 
groups was similar. That is, at the first 
meeting the conversation was fairly 
general and covered various questions 
about things members had heard or 
wanted to know about baby care, what 
labor pains were like, etc. At the next 
two or three meetings symptoms of 
onset of labor, when to come to the 
hospital, what happens during the 
three stages of labor, and the mother’s 
and father’s roles during this time were 
among the topics covered. Another ses- 
sion included a tour of the maternity 
department. Prior to the tour made by 
each group I asked them what they 
thought they would see. Two or three 
sessions were spent discussing charac- 
teristics, abilities, and needs of the new 
baby, and a demonstration baby bath 
was given for each group. The mothers’ 
group practiced exercises to build 
muscle tone and aid in relaxation dur- 
ing labor. 

Following are written accounts I kept 
of a meeting of each group. I include 


was 


doctor’s 


them with the hope of giving an im- 
pression of the typical tone and con- 
tent of the meetings. 


Mothers’ Group 


While we were waiting, the 
mothers started talking about eat- 
ing and the problem of weight 
gain. Mrs. M. said that Dr. C. 
had talked to her about dieting 
and that she needed to watch her 
weight. She said that before she 
was pregnant she always lost three 
pounds for every two she gained. 
Mrs. W., who was tall and thin, 
said she was hungry all the time 
now, but that she had always 
wanted to gain weight, so now 
that she was gaining, she was 
happy. Mrs. H., who was about 
the right weight (they all were 
for that matter) said she had “just 
been starving herself,” and that 
this noon she went down to Luby’s 
cafeteria and “just took every- 
thing” she saw. She laughed and 
said she now had _ indigestion 
“something terrible.” 

The conversation then shifted to 
other things: Mrs. H. told about 
having a house moved to a lot 
she and her husband owned in the 





country, and she proceeded to talk 
a little about its being moved and 
how much it cost to move it. Mrs. 
W. said that Mrs. S. had practiced 
the pelvic rock exercise at home 
and then proceeded to wipe up 
the whole living-room floor while 
practicing it. She told me that 
Mrs. S. was going to participate in 
serving food during the evening 
Fiesta activities, so she had thought 
she better stay home and take a 
little fiesta; Mrs. W. corrected her- 
self by saying, “I mean siesta,” and 
she laughed. 

Mrs. M. looked at me and said 
she had a compliment for me. She 
said that Dr. C., when she told 
him she was attending the ses- 
sions, said, “You have a good in- 
structor.” I smiled and _ thanked 
her. During this discussion of diet, 
etc, I did not participate. It 
seemed that they did not want 
any discussion of diet, that is, did 
not feel the need of any. I felt 
that they were watching their 
diets, although it was somewhat 
of a struggle, because they all con- 
fessed to unusually keen appetites 
since the nausea and vomiting of 
early pregnancy had disappeared. 
The only one who had any prob- 
lem, at least from appearances, 
was Mrs. C., and she said little, 
if anything, about gaining or los- 
ing weight. 

One of the mothers produced a 
booklet describing what to bring 
to the hospital for herself and the 
baby. I then said we had better 
start class and asked if they would 
like to review what articles it 
would be necessary for them to 
bring to the hospital for them- 
selves. This was quickly done, each 
person mentioning something 
Then I asked about the baby. 
Again each girl mentioned an ar- 
ticle she thought appropriate 
There was nothing for me to add 
here. I said that I had copies of 
the booklet, just as Mrs. C. re- 
marked, “You have some of those 
(booklets) in this cupboard.” I 
added that they were welcome to 
a copy if they wanted one. No 
one requested a copy. 


Admission Procedure 
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The group then decided that, 
since they wished to take a tour 
next week, they had better talk 
about what would happen dur- 
ing the admission procedure and 
during labor and delivery. Some- 
one said something about where 
would they park when they first 
came to the hospital during labor. 
There were various possibilities 


presented, and I said that until 
the woman’s husband had brought 
her to the admitting office, it 
would be all right to leave the car 
at the front entrance or in one 
of the slots reserved for doctors. 

They wondered if they would 
have to wait or go right to their 
rooms. Mrs. H. said, “They take 
vou right up to your room in a 
wheelchair.” (This was her third 
baby.) I told them that they could 
obtain an admission record some 
time before going to the hospital 
to have the baby. This way, they 
could fill it out at home and save 
time during the admission pro- 
cedure. 

We next turned to what hap- 
pened in the admitting room in 
the labor suite. Someone said 
something about examination and 
notifying the doctor. I said that 
as soon as the patient arrived, the 
nurse would examine her and call 
the doctor to tell him the prog- 
ress. I said the nurse would ex- 
amine them rectally {later, using 
the Birth Atlas, I pointed out how 
this was done). Mrs. H. then re- 
lated her experience with the rectal 
exam. She said the nurse came in 
and hurt her somewhat while do- 
ing it. I then explained how each 
could help herself by pushing 
down against the examining finger 
and by breathing through the 
mouth during the procedure. 

Mrs. H. said that her doctor 
had given her castor oil when she 
was admitted to the hospital be- 
fore and described in a charming 
manner, using her hands to illus- 
trate, how the Negro aide had of- 
fered the castor oil, saying, “Here, 
honey, you-all just take this now,” 
as she was stirring vigorously to 
mix the solution. Each time, Mrs. 
H. said, the mixture would stop 
foaming and the girl would en- 
courage her to take it and then 
she would start stirring again. The 
women were interested in know- 
ing what the castor oil was given 
for (they knew it had something 
to do with starting labor), so I 
explained its reflex action in stimu- 
lating uterine contractions. 

Next, someone wanted to know 
whether she should eat or drink 
before going to the hospital or 
while she was there. Mrs. W. said 
it would stop labor. Mrs. H. said 
they had brought her tea and 
broth or juice, and she had taken 
it. Mrs. W. said the reason they 
should not eat is because if one 
eats, and then delivers, the food 


might come up in her windpipe 
and choke her. She did not say 
the great danger was vomiting dur- 


ing anesthesia, but she may have 
meant this. 

I then said that all of the rea- 
sons they had advanced were good 
ones for not eating too much, but 
that, as Mrs. H. had said, it might 
be a good idea to take the nourish- 
ment offered, and also sips of 
water, as they needed it for en- 
ergy if they were in labor for sev- 
eral hours. I told them also that 
the doctor would order nourish- 
ment as he felt his patient needed 
it, that food did not stop labor. 
Mrs. H. said she got very thirsty 
when she was in the delivery room, 
and that she had asked the nurse 
for a drink of water. The nurse 
brought her a wet washcloth and 
slapped (I believe that was the 
word used) it over her lips. This, 
she added, was not what she had 
wanted. 

The women then evinced inter- 
est in the delivery table. Mrs. H. 
said that the table divided in half. 
I explained how the legs were put 
in holders much like the ones in 
the doctor’s office. They all nodded 
as I made the comparison. Then 
[ told them that their hips were 
brought down to the edge of the 
table so that the doctor could bet- 
ter assist the baby out. Someone 
brought up the position of the 
legs and said she had closed her 
legs because she was embarrassed. 
I said that for delivery they would 
be covered with drapes. (I ex- 
plained how this was done.) 

Someone asked about seeing the 
delivery through a mirror placed 
at the foot of the table. Most of 
them felt, I think, that they would 
rather not watch. One said it was 
crazy to watch it. Another added 
that people said it was a horrible 
process. One of the women said 
she did not think it was horrible, 
that people just wanted to talk 
that way, for some reason. Mrs. C. 
asked if they were allowed a pil- 
low during delivery, and I said, 
“Yes, quite often.” I added that 
in some places mirrors were used, 
but not at Santa Rosa. Someone 
said that in a certain hospital in 
the East, two pillows were pro- 
vided so that the mother could 
better see what was going on. 

Next, someone asked about the 
onset of labor pains and their re- 
lationship to menstrual cramps. 
Mrs. H. said that the doctor had 
told her mother that the severe 
cramps Mrs. H. had had during 
menstruation were similar to those 
she would have when in labor, but 
she added that the labor ones were 
worse. Others mentioned that they 


had had pretty bad cramps when 
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menstruating before they were 
married. Someone said that at least 
vou had something to show for 
them (the baby) with the labor 
pains. This seemed to please the 
others. 

The remark was made that these 
stories regarding difficulty of labor 
provoked tension. (Evidently be- 
cause they kept referring to what 
“they” said; these girls have been 
hearing a good deal of talk.) I 
took the opportunity to explain the 
result of tension in fear and pain 
and the relationship of one to the 
other. They agreed that this was 
so. I then reminded them how 
they could make it as easy as pos- 
sible for themselves to relax dur- 
ing labor by breathing correctly. 
The talk went back to the fact that 
this kind of hearsay about labor 
they had heard in many instances 
made one afraid to have a baby. 

Mrs. W. related how the natives 
had a baby in a few hours right 
in the field and then went back 
to work. They decided that they 
should listen only to the doctor 
and that if they had the right 
philosophy about going through 
the experience, they would be do- 
ing the right thing. I remarked 
how good each of their attitudes 
was, and that if they looked on 
the bright side of things and 
thought of how well things had 
gone so far, and of what fine, nice 
babies they could expect to have, 
and helped themselves in the man- 
ner previously described, they 
were doing the correct thing. 

Mrs. M. asked if the hands were 
strapped down during delivery. 
One girl said they were, and they 
decided this was so they wouldn't 
touch anything. I asked them how 
they felt about this. Mrs. C. said 
she couldn’t bear to have her 
hands strapped down. I remarked 
that the reason was, as had been 
brought out, to prevent them from 
touching anything. No one else 
seemed to have too much aversion 
to this part. Mrs. M. said it might 
not be necessary if they were 
awake. I told them it was some- 
thing they could ask their doctors 
about. Mrs. M. said she would 
like to have hypnosis during labor. 
This was the second or third time 
she had talked about this and how 
interested her doctor was in this 
method of analgesia. The others 
listen but there has been no other 
response. 


Labor 


The talk then shifted to signs 
of transition from the first to sec- 
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ond stages of labor. There was 
considerable discussion of such 
signs as breaking of the bag of 
waters, vomiting, a desire to beat 
Mrs. C. asked about the 
series of pictures I had shown 
them in the Birth Atlas depicting 
stages of labor, so I brought the 
Atlas out and we took up where 
we had left off last time. 1 wanted 
to show the condition of the cervix 
at the end of the first stage. I 
wanted to use it to illustrate when 
they could profitably start bear- 
ing down and thus aid themselves. 

I summarized their contribu- 
tions regarding signs of labor and 
said that one or more of these 
symptoms might be present for 
them. I said that the most marked 
sign was a desire to push, and I 
brought out that the head press- 
ing against the bladder and rectum 
was the reason one often felt like 
urinating or having a bowel move- 
ment. I said I would like to show 
them how to push at this time. 
Mrs. H. said, “You mean one 


down. 


doesn’t know how to push?” (I 
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think she was referring to bowel 
movements.) I said No, but that 
there is a special way to work 
when having a contraction to use 
it best. I then illustrated how to 
take a deep breath at the begin- 
ning of a contraction, hold it, and 
bear down as long as one could 
hold the breath. Then, if the con- 
traction was still there, hold it 
and push again. I cautioned them 
against bearing down when there 
was no contraction. Someone said 
this would probably wear them 
out, and I said that was right. 
Using the Birth Atlas for illus- 
tration, I completed demonstrating 
how the baby came and the doc- 
tor assisted him. They asked ques- 
(continued on page 34) 








Guidance .. . 
(continued from page 15) 


Closely associated with placement, 
but generally the most neglected phase 
of guidance, is follow-up of former stu- 
dents. Keeping in touch with ex-students 
is helpful in evaluating the strengths and 
weaknesses of the whole program, pro- 
motes loyalty to school and profession, 
enables the school to serve further its 
former students, and provides a reser- 
voir of persons who can aid the work 
of the school in a diversity of unantic- 
ipated ways. Aside from formal follow- 
up procedures, such less formal activities 
as reumons and alumnae associations 
are devices that can be utilized. 

Guidance is not only a point of view 
and service to be employed by the 
faculty in aiding the student nurses. The 
students themselves must be able to use 
guidance on a very modest scale in thei: 
understanding and care of patients. The 
nurse should counsel patients, though 
clearly realizing at all times her own 
limitations. In the practice of nursing, 
such referral sources 
as the counselor, social worker, occu- 
pational therapist, welfare agencies, re- 
habilitation centers, and schools should 
be known and the sources readily avail- 


the existence of 


able. 

Attention and encouragement to pro- 
fessional associations, the use of protes- 
sional journals and ceremonies like cap- 
ping and graduation serve to foster 
morale and pride in nursing, and pro- 
mote the realization that professional 
growth is a continuing process. 


A successful guidance program in a 
school of nursing calls for planning and 
co-operative effort by all persons con- 
cerned. Administration and staff alike 
must feel that guidance services are im- 
portant, and they must be willing to 
provide these services. It is not whole- 
some to impose many new guidance 
functionaries overnight. A slower, more 
deliberate growth from within generally 
is most sound. Certainly a qualified part- 
time or full-time counselor is highly 
desirable. But decisions must neverthe- 
less be made on where the needs are 
greatest and what development ought to 
be instituted first. As time goes on, eval- 
uation and other objective evidence need 
to be accumulated to show that these 
changes justify the expense involved. 

Since the guidance needs in a school 
of nursing are many and complex and 
call for everyone’s participation, it is 
apparent that the entire staff should 
have some minimal preparation. An in- 
service program for the staff under a 
competent outside counselor can pro- 
vide fundamental understanding — in 
guidance, while group techniques can 
enable recognition and clarification of 
needs peculiar to the local institution. 
Many courses are available at collegiate 
institutions, and much stimulation in 
this area is to be had from professional 
associations, conventions, and journals. 

Guidance comprises but one of the 
complex and manifold responsibilities 
that are shouldered in schools of nurs- 
ing. It is nevertheless indispensable and 
warrants a fair share of attention, time, 
and budget. 
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A Memorable Experience 
(continued from page 24) 


nificance of the expression, “I could 
spit tacks.” 

On one of my supervised visits an 
amusing incident occurred. My super- 
visor had accompanied me into the 
home of a gracious elderly gentlewoman 
in a lovely residential area. The patient 
had a fractured humerus and required 
daily visits after her return from the 
hospital. The woman could not quite 
understand how I, a Roman Catholic 
nun, was connected with the V.N.A., 
until I hastened to explain that “I only 
happened to be a sister” and that this 
experience was a partial requirement for 
a degree. I explained also that to teach 
student nurses one ought to have first- 
hand experience in all areas in order to 
integrate public health concepts 
throughout the curriculum. 

I had introduced my supervisor and 
explained her presence by saying that 
she liked to meet the patients we took 
care of. The bedroom of the house 
was small and the huge bed left little 
room for anyone to observe without be- 
ing in the way. Therefore, Miss B. went 
into a little sitting room adjoining the 
bedroom, and looked on from there. Al- 
though it was a supervised visit, I was 
quite comfortable in the situation, for 
I knew that any criticism would be 
given for personal betterment. In the 
midst of her bath and the accompanying 
chatter, my patient dropped her voice 
to a conspiratorial whisper and asked, 
“Is that person still out there?” Miss B. 
and I laughed together over the remark 
later. This was only one of the many 
amusing incidents I encountered. 

At the same time that I was working 
with the V.N.A., the agency was pre- 
senting an in-service program in mental 
health, conducted by Dr. Hildegarde 
Peplau. This was another highlight in 
our experience, since we were privi- 
leged to attend lectures and discussions 
with the staff. 

For those who are looking forward to 
their field experience in public health 
nursing, I say you will never be more 
fully a nurse than during your affiliation 
with the V.N.A. Every area you have 
ever learned about ir the past suddenly 
will become useful and significant. You 
will find yourself reviewing, dusting off 
the cobwebs, brushing up on every sub- 
ject. Today it may be orthopedics, to- 
morrow obstetrics, or nutrition, or 
pediatrics, or even all of these. Always 
there is only you to answer the patient's 
questions in a language geared to his 
level of understanding. It is a satisfy- 
ing, gratifying, and, for those who bring 
comfort to the soul as well as the body, 
a particularly rewarding work. I’m 
glad I had to do it. 
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Lines of white space, $2 per line extra. 
Telephone orders not accepted. No agency 
commission allowed. Closing date for ad- 
vertisements: 15th of 2nd month preceding 
publication date. Advertisements which 
arrive too late for insertion in one issue 
will automatically go into the next issue 
unless accompanied by instructions to the 
contrary. The publishers reserve the right 
to refuse or withdraw any advertising, at 
their discretion, without advance notice. 
Send ads with remittance to: Classified 
Ads, Nursing World, 480 Lexington Ave., 
New York 17, N. Y. 














PSYCHIATRIC NURSING: Clinica] Instructor 
in a fully accredited private hospital near Balti- 
more, Md. Give academic and experience back- 
ground when applying to Theresa G. Muller, 
Director of Nurses, The Sheppard & Enoch 
Pratt Hospital, Towson 4, Md. 


INSTRUCTOR — CLINICAL, EVENINGS & 
NIGHTS: Should have B.S. degree in nursing 
education and minimum of two years’ experience 
in two of the following positions: instructor, as- 
sistant instructor, head nurse. 400-bed private 
general hospital with expansion program to be 
completed in fall 1958. 150-student school of 
nursing, three-year diploma course. Contact Per- 
sonnel Department, Milwaukee Hospital, 2200 
West Kilbourn _ Ave., Milwaukee 3, Wis. 
NU RSING ARTS INSTRUCTOR OR ASSIST- 
ANT: To assist with teaching of Nursing Arts 
shared with three instructors. N.L.N. fully 
accredited diploma program with university 
affiliation for basic sciences. 160 students. Ex- 
cellent personnel policies, pleasant working con- 
ditions in 576-bed hospital, JCAH accredited. 
Newly furnished apartment nearby at reason- 
able rent, if desired. Please write Personnel 
Director, St. Luke’s Hospital, Duluth 11, Minn. 


PSYCHIATRIC NURSING: ‘Instructor (Male) 
for attendant program in a fully accredited 
private hospital near Baltimore, Md. Give aca- 
demic and experience background when apply- 
ing to Theresa G. Muller, Director of Nurses, 
The Sheppard & Enoch Pratt Hospital, Towson 
4, Md. 











WORK OVERSEAS: Nurses and technicians 
are needed by American companies with over- 
seas projects. Booklet tells how and where. Price 
$1. Satisfaction guaranteed. Free booklet on 
retirement in economical Mexico with each order. 
Publisher Rathe, Box 2013, Pasadena, Calif. 


ASSISTANT DIRECTOR OF NURSING “SERV- 
ICE: Also R.N’s for GENERAL DUTY. 65-bed 
JCAH Hospital connected with co-ed college of 
1500 students. Apply Administrator, Berea Col- 
lege Hospital, Inc., Berea, Ky. 


PSYCHIATRIC NURSING: Supervisory and 
Staff Nurses (Men and Women) in a fully ac- 
credited private hospital near Baltimore, Md. 
Give academic and experience background when 
applying to Theresa G. Muller, Director of 
Nurses, The Sheppard & Enoch Pratt Hospital, 
Towson 4, Md. 





PSYCHIATRIC NURSING: Assistant Director 
of Education in a fully accredited private hos- 
pital near Baltimore, Md. Give academic and ex- 
perience background when applying to Theresa 
G. Muller, Director of Nurses, The Sheppard & 
Enoch Pratt Hospital, Towson 4, Md. 


BARNES HOSPITAL: Offers to graduates of 
accredited schools of nursing a comprehensive 
course in anesthesia, embracing administration 
of nitrous oxide, ethylene, cyclopropane, ether, 
barbiturates, etc. Modern techniques taught in- 
clude fase-mask, endotracheal, intravenous, rec- 
tal, ete. Write to Mrs. Dean Eberhardt Hayden, 
Director, School of Anesthesia, Barnes Hospital, 
St. Louis 10, Mo. 


OBSTETRICAL SUPERVISOR & INSTRUC- 
TOR, CLINICAL INSTRUCTOR IN MEDICAL- 
SURGICAL NURSING, AND NURSING ARTS 
INSTRUCTOR: 115-bed hospital with diploma 
school of nursing. B.S. degree and experience 
preferred. Contact Director of Nursing, Naeve 
Hospital, Albert Lea, Minn. 


NURSING SUPERVISOR: Required for com- 
munity-owned 18-bed general hospital. Full main- 
tenance $48.00 per month in new modern nurses’ 
residence on hospital grounds. Scenic location, 
in Rocky Mountains west of Calgary, Alberta, 
on Trans Canada Highway. For full particulars 
write: C. F. Collins, Secretary, Golden General 
Hospital, Golden, B.C. 


IMMEDIATE OPPORTUNITIES FOR THREE 
STAFF NURSES: In the heart of the Canadian 
Rockies, British Columbia, Canada. Eighteen-bed 
community hospital in scenic setting. Starting 
salary, $250.00 per month. Full maintenance 
available, in modern nurses residence. For full 
particulars write: C. F. Collins, ‘eee Gold- 
en General Hospital, Golden, 




















NURSES: Supervisory, O.R., and General Duty. 
Accredited General Hospital in suburbs of Wash- 
ington, D.C. New air-conditioned wing, piped-in 
oxygen, nurse-patient intercom. Forty-hour week, 
merit increases. Near-by universities for con- 
tinued education. Director of Nursing, Suburban 
Hospital, Bethesda, Md. 


GRADUATE NURSES: For General Duty, 70- 
bed general hospital, new, air-conditioned, well 
equipped. $325 per month starting salary plus 
meals, laundry of uniforms, vacation, sick leave. 
Transportation paid to Dumas. Write, call, wire 
collect. Administrator, Memorial Hospital, 
Dumas, Texas. 








REGISTERED NURSES: Staff positions in 400- 
bed, all-shifts, teaching hospital 25 minutes from 
Times Square. Salary $300-$350 per month; 5 
days, 40-hr. week; four weeks vacation; 21 
sick days; 7 holidays. Per diem positions avail- 
able. Apply Personnel, The Brooklyn Hospital, 
121 DeKalb Ave., Brooklyn, N.Y 





Classes for Expectant Parents 
(continued from page 33) 


tions —— the reason for the 


baby’s head being shaped like a 
football and whether the doctor 
pulled on his head. They rea- 
soned that the head was that shape 
due to overlapping of the bones 
around the soft spot. I said that 
was right and, using a model, il- 
lustrated how the bones over- 
lapped because it was nature’s way 
of helping the baby to be born. 
The bones were soft in a baby 
compared to the way they were 


later. Also, I explained that the 
doctor supported the head and 
guided the shoulders as _ they 
emerged. 

The time was up, and a tour 
was scheduled for the next meet- 
ing. I left to get the refreshments 
and on my return found Mrs. W. 
describing to the others what she 
had read about strengthening the 
perineal muscles after delivery by 
alternately contracting and relax- 


ing them. 


(In the second part of this article Mrs. 
Greenburg will discuss the meeting of 
the mothers’ and fathers’ group.) 


NURSING WORLD 





Miller & Avery-GYNECOLOGY & GYNECOLOGIC NURSING 


Vew (4th) Edition / 


In a logical and thought-provoking manner, this com- 
prehensive volume presents the nursing aspects and 
problems of gynecology—stressing the responsibilities 
of the nurse to her patient. 


Emphasis throughout is on the fundamentals of nurs- 
ing care — incorporating these principles into the 
descriptive material on disease wherever possible. The 
authors provide an insight into each gynecologic 
condition that may arise — its causes, treatment and 
effect upon the patient. Organ physiology and normal 
gland function are fully considered as basic to under- 
standing such common complaints as hypermenorrhea, 
polymenorrhea and amenorrhea. 

$y NORMAN F. MILLER, M.D., Professor of Obstetrics and Gynecology, 
University of Michigan Medical School; and Haze. Avery, A.B., R.N., 
Associate Professor of Nursing and Supervisor, Obstetric ‘and Gyneco- 


logic Nursing, University of Michigan Hospital. About 500 pages, with 
249 illustrations. $5.50. New (4th) Edition — Just Ready! 


Flint— Vew (2nd} Edition / 


Emergency Treatment & Management 


In the sudden accident or unexpected emergency, this 
compact reference guide will prove just as valuable 
to the nurse as it is to the doctor. Dr. Flint offers you 
concise and immediately usable advice on treating 
almost every common emergency situation—from ab- 
dominal pain to vertigo. Here you will find fast help in 
urgent situations such as: burns — hemorrhage — con- 
shock — stab wounds 
- allergic reactions — 
cardiac emergencies 


acute poisonings 
abortions — bites 
head injuries — foreign bodies 
drowning — hiccups — ete. 
By Tuos. Funt, Jr., M.D., Director, Division of Industrial Relations, 
Permanente Medical Group, Oakland and Richmond, California; Chief, 


Emergency Department, Permanente Medical Group, Kaiser Foundation 
Hospital, Richmond, California. 539 pages. $8.00 New (2nd) Edition! 


vulsions 
fractures 


Dorland’s Pocket Medical Dictionary 
Vew (20th) Edition / 


You, as a nurse, know full well the importance of 
understanding the variety of medical terms you 
meet daily in your professional practice. Every 
day new words are constantly being added to 
your medical vocabulary. The New (20th) Edition 
of this “pocket-size” medical dictionary puts them 


Vote these outstanding features — 


# Entirely New Chapters: Psychology of Gynecology; 
Gynecology of Infancy and Childhood; Gynecologic 
Geriatrics; and Terminal Care for the Advanced Can- 
cer Patient. 

Thoroughly Rewritten Chapters: Anomalies and Mal- 
formations of the Reproductive Organs; Gynecology 
Examining Room; Gynecologic Examination; Diag- 
nostic Tests and Remedial Procedures; Nursing Rou- 
tine in Care and Treatment of the Gynecologic Patient; 
Care of the Patient in the Gynecology Operating 
Room; and Postoperative Care of Gynecologic Patients. 
New Discussions: Feminine Hygiene; Nursing Care for 
Patient with Carcinoma of the Vulva; and Nursing 
Care of Patients Receiving X-ray and Radium Therapy. 
Many new and completely redrawn illustrations am- 
plify the text. 


Gunther — View (5th) Edition / 


Garnsey’s Dosage and Solutions 


Incorporating all the important new drugs, this com- 
pact reference handbook simply and effectively covers 
every procedure concerned with handling powerful 
drugs and making up poisonous solutions. The author 
clearly describes administration of medicines — anti- 
septics and disinfectants with their principal uses 
solutions made from pure drug — ratio and proportion 
classification of drug effects — etc. Hundreds of new 
drug listings and preparations are given in this New 
(Sth) Edition. 
Revised by Hutpa L. GuNTHER, B.S., R.N., Director, St. Louis Unit, 
Shriners Hospital for Crippled Children; formerly Instructor of Nursing 
Arts, University of Oklahoma Hospitals, and Supervisor of Nursing 


Education, Washington Sanitarium and Hospital School of Nursing, 
Washington, D.C. 209 pages. $2.50 New (5th) Edition Just Ready! 


W. B. SAUNDERS 
COMPANY 
West Washington Square 
Philadelphia 5, Pa. 


Please send me the following books: 


Remittance Enclosed C.0.D 


Miller & Avery's Gynecologic Nursing, 


at your fingertips. Nowhere is the advance of $5.50 


medicine more vividly revealed than in its chang- 


ing pages. 


Flint’s Emergency Treatment, $8.00. 


Gunther — Garnsey’s Dosage & Solu- 


Six years of research have gone into the 35,000 tions, $2.50. 


selected terms you will find spelled, pronounced 


Dorland’s Pocket Medical Dictionary 


and defined here. All the time-proven terms are $4.50. 
incorporated as well as hundreds of new terms 


and redefined words. 


Abridged from Dorland’s Illustrated Medical 


pages. Thumb-indexed. $4.50 


NAME 


Dictionary. 698 


(20th) Edition! ADDRESS 


nurse ’s cheteo for over half a century / 





cme os, 


"THREE FACES OF CRIPPLING — 


JEFF 
Arthritis 


Birth Defects 


LOOKING TO YOU FOR HELP... 


All three share one dream—to grow up able to move about and lead healthy normal 
lives. The March of Dimes can help them realize that dream if you give generously. 


om son THE MARCH OF DIMES 


GREATER 
VICTORIES 





